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Editorial 


“ROM THAT PATERNALISM THAT 
BREEDS A CITIZENRY INCAPABLE 
OF SELF GOVERNMENT THAT 
DEVELOPS FROM SELF- 
DEPENDENCY COMES 
CHAOS 
To Deat Wit Bie Business As BiG BUSINESS 
Is DEALING WITH THE PRACTICE OF MED- 
ICINE WovuLD BE How.Lep Down IN 
LEGISLATIVE HALLS From WasH- 
Ineton, D. C., To LONDON 
PARLIAMENT AS THE 
APOTHEOSIS OF 
SOCIALISM 
American citizens who have grown up with 
the tenets of the Constitution of the- United 
States, and whose patriotism is blessed with the 
eye of vigilance, regard with consternation the 
latest attempt of socialism to gain a menacing 
foothold on what has proven itself to be the 
most comparatively just form of modern gov- 

ernment. 

For democracy has justified itself in the pros- 
perity and progress of the United States, a na- 
tion whose wealth has become the envy of greedy 
demagogs the world over. Of all the assets 
that the United States can lay claim to, none is 
more desirable than the almost perfect record 
of national health. 

Now just as the worm eats at the heart of the 
apple and the city citadel is the target of an 
assaulting force, so is this splendid asset of 
national health become the crux of the battle 
for the socialists. 

Through so-called “State Medicine” a system 
of alleged reduced medical service where the sick 
and ailing are led to believe that they are to 
have “something for nothing,” socialism has 
found at last the gap for which it has sought 
for years. 

Great Britain and many sections of continental 
Europe are groaning under the devastating 
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weight of the “panel system” of medical care 
by which the high standards once maintained 
in these various places are rapidly deterioriat- 
ing to the worst medical service to be found 
existing under the flags of civilization. Doc- 
tors are pauperized. Patients are realizing that 
medical efficiency can not be bought for a trip- 
pence any more than a Rolls-Royce may be had 
for a dime. 

The panel-system has not yet come to sit un- 
der the wing of the American eagle. But that 
this invidious decadence of one of the two no- 
blest professions in the world is on its way has 
evidenced itself so plainly that even the blindest 
can read, The handwriting on the wall in this 
instance is the pay clinic. In this ramification 
of endowed foundations, universities and_hos- 
pitals entering into the practice of medicine in 
direct and unfair competition not only with their 
own graduates, but with their own confraternity, 
the doors are thrown wide for the entrance of 
the panel-system and worse, This present gen- 
eration may not feel the full penalty of the 
deterioration that of necessity must ensue, But 
to live for the day only has never been the ethics 
of these men cousecrated to the pursuit and prac- 
tice of the science of medicine. And the pity 
of the whole trend of things lies in the fact 
that it is not the ignorant, nor the uncharit- 
able who are victims of the specious reasoning 
of socialism under the disguise of welfare but 
some of the brainiest, hardest headed business 
tet! in the community. 

Men who give most liberally to these endow- 
ments are oddly enough, men who have wrested 
great fortunes by sticking so tenaciously to their 
one line of trade, and by repelling so violently 
any outside interference even from others in 
similar lines of business that this very con- 
centration of purpose has made possible success 
and wealth. 

‘lo the average thinking physician it is a 
mystery how these same capitalists, having run 
their businesses to suit themselves, and after 
having learned the lessons of daily experience, 
should have the effronterv—for it is nothing less 
—to asstime as the pastime for their later years 
the lay dictation of the practice of medicine. 
Oddly enough instead of endowing the profes- 
sion itself, instead of spending these sums in 
a listribution of wealth that will make it pos- 
sible for the present terrific cost of medical edu- 
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cation to be lowered, these well-meaning would 
be philanthropists are doing—as all ambitious 
yet misinformed persons are prone to do—put- 
ting the cart before the horse. 

Medical economics can not be settled by out- 
siders any more than any physician can go into 
a great steel foundry, or department store or 
mail order business, or bank, and by distribut- 
ing gratis building materials, or food, or cloth- 
ing or farm and household implements, or re- 
mitting interest, or making ungauged loans 
solve the problems of big business. Yet the 
humanities involved in the practice of medicine 
are as calmly taken over and swept aside by the 
men of finance as if a fever could be cured by 
a sight draft on the Bank of England or the 
removal of a cancer be effected by a poultice of 
double eagles. 

To deal with big business as big business 
would deal, ay, is dealing with the practice 
of medicine would be howled down in legislative 
halls from the District of Columbia to the Mon- 
treal and London parliaments as the apotheosis 
of socialism. Yet the very lines that big busi- 
ness and high finance lay about themselves in 
their doles to charity are ignored when it conies 
to dealing with any tangent on the humanities. 
tia husiness nor organized charity give nothing 
to the doctor, The doctor does not expect it. 
Sut why is it that through big business is 
patronized by county agents and welfare bureaus 
through the purchase of life’s necessities, for 
charity medical services must always be donated ? 

Business says that charity must be given to 
the deserving poor only and then sets about 
drawing some very peculiar lines as to what is 
and what is not the “deserving poor.”  Chi- 
cago, the greatest medical center in the world, 
now faces a most guizzical proposition. Here is 
the promulgated plan for a new maternity hos- 
pital whose benefits are to be dispensed almost 
ad libitum among those families where the in- 
come is up to five hundred dollars per month. 

Think that over. Go down to the office of 
the collector of internal revenue and note how 
large a percentage of Chicagoans earn as much 
as three hundred dollars per month even, and 
then figure up the answer. 

Examine the hooks of any reputable physician 
und discover outside of those men whose trade is 
among the very wealthy and the ultra fashion- 
able, what percentage of his patients are out of 
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the two hundred dollar a month class and how 
many there are whose weekly wage is in that 
average running between thirty and forty dol- 
lars per week. 

A scheme to be sound must be sound all the 
way through. Unfortunately a motive may be 
so high that its foundation is merely a castle in 
Spain. It is sad to think of socialism entering 
the heart of a democracy under the wing of an 
institution that sinca its founding has been 
literally “built upon the rock.” 

Certainly in any family where the income is 
from $3,000 to $6,000 per annum a doctor 
should not be asked to give his services gratis 
unless the same system that brings forth this 
wift seeures for the beneficiary a similar bene- 
licence from cobbler, grocer, dairyman, tailor, 
and clothier. The chain store idea of medicine 
should be applied also to the farm, the factor, 
the bank, the tradesman. 

Russia has been learning a sad lesson. “You 
scratch my back and Vl scratch vours” has not 
done much for the struggling people in the land 
that was once the Tsars. Russia has been Jearn- 
ing the bitterness of a government that through 
ill-advised “gifts” instead of promoting the self- 
respecting habit of self-support teaches depend- 
cnev, destroys self-reliance, and ultimately leads 
to belief in a socialistic state. 

No good can come from a system of depend- 
cncy, The state without a people of self-reliance, 
is a venomous, self-destructive instead of a self- 
constructive entity. Loss of initiative and a lack 
of a sense of responsibility unhinges the stability 
of any nation. From that paternalism that 
breeds a citizenry incapable of the self-govern- 
ment that develops from self-dependency comes 
chaos. The trend to dependency is dangerous, 
enervating, vicious. Recognition of this brought 
out the tremendous opposition waged so relent- 


lessly against the child labor amendment some 


Years ago. 





TECHNICAL EDUCATION IS COSTLY; 
NURSES MUST. LIVE, AND DOCTORS 
MUST PROVIDE FOR THEIR 
FAMILIES. THE DOCTOR’S 
LIVING FEE 

America, a leading catholic magazine, in the 
issue of July 6, 1929, in a discourse on the 


present day problem providing medical care for 
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the poor and for persons in moderate circum- 
stances: make the following comment; we quote: 

The problem of providing medical care for the 
poor, and for persons in moderate circumstances, 
has become acute. Speaking at the Atlantic City 
convention of the American Hospital Associa- 
tion some weeks ago, Mr. Edward A. Filene pro- 
posed as a solution the formation of medical 
guilds. These groups, consisting of about fifteen 
physicians, would make periodic examinations, 
for a moderate fee, and give necessary advice. 
This plan, he thinks, “will bring adequate med- 
ical care within the financial reach of every 
American, and, at the same time, insure a guar- 
anteed income to the doctor.” 

Stated thus baldly, the plan has not much to 
recommend it. It leaves to many fields un- 
touched. What of the cases which require. im- 
mediate surgical care, or extended hospital treat- 
ment? “Speaking of Operations” is the title of 
a witty brochure: but in these days, the prospect 
of an operation is not calculated to awaken 
laughter. For many a man the choice is between 
an operation and death, and should he elect the 
operation, he also elects months of penury. This 
is not said in criticism of the medical profession. 
Technical education is costly, hospital expenses 
show no decline, nurses must live, and doctors 
must provide for their famihes. 

A second plan is proposed by Dr. J. V. Fowler 
of Chicago, Il. Under the plan, complete diag- 
nostic and treatment facilities would be opened 
in a number of hospitals to all ethical practi- 
tioners. Thysicians will be permitted to bring 
their patients for more thorough diagnosis, and 
for aid in the interpretation of diagnostic find- 
ings. “No one is to be refused treatment be- 
‘ause of economic stringency.” Cases calling 
for hospital care are to be assessed according to 
the ability of the patient to pay. Costs will be 
fixed by representatives of the services contribut- 
ing to the treatment, after hearing the report of 
a social investigator. 

Up to this stage, Dr. Fowler’s plan does not 


differ greatly from the practice of reputable 
physicians and hospitals. The crises comes with 


patients unable to pay anything at all. 

Here Dr. Fowler postulates outside financial 
assistance “until the work became so organized 
that it could carry itself.” Many savings can be 


effected by careful intelligent administration 
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without lowering in the least the service given 
the patient. The only source of revenue indi- 
cated by Dr. Fowler is the “development of 
periodic health examinations of patients referred 
by physicians.” Possibly, others might be found. 

To quote a layman’s view, it seems to us that 
while Dr. Fowler’s plan deserves praise as an at- 
tempt to distribute the costs, it could not last 
long without a wealthy Maecenas. However, we 
should like to see it tried. “Undoubtedly the 
Condition requires specific treatment,” said Dr. 
Charles B. Reed, in his inaugural address as 
President of the Chicago Medical Society, on 
June 19, “and it may well be that Fowler’s Solu- 
tion, if not curative, may at least bring relief.” 
As conditions now are, ‘‘the financial burdens of 
sickness,” writes Mr. Filene, “cause almost as 
much suffering as the sickness itself.” Yet— 
and this must not be forgotten —“the average 
doctor is rewarded with a ridiculously low return 
for the great service he renders the community.” 
Something must be done, if State intervention 
is to be averted, the poor patient to be given the 
care he needs, and his physician guaranteed a 
living fee. 

HOSPITALIZATION PRESENTS VEXING 
ECONOMIC PROBLEMS WITH IN- 
CREASING SCOPE AND 
EFFICIENCY 
More and more does the idea gain ground 
among the American people that the place in 
which to receive proper care and attention dur- 
ing an illness is a hospital. From a shelter 
for the destitute, or an emergency station the 
cult of the hospital has emerged to a necessity 
almost as universally recognized as the telephone. 
A New York statistician announced recently 
that more than sixty per cent. of all deaths in 
New York City occurred in hospitals. Even 
making due allowance for the percentage of 
deaths from accident in cases rushed to hospitals 
for treatment this is a solid indication of the 
development of patronage of hospitals by per- 
sons of means or established position who for 
many generations had the idea that a hospital 
failed to provide either the care or comfort in 
iNness that might be had in the privacy of a 
home. The idea maintained that the better the 

home the better the care. 


So squarely has the pendulum swung across 
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that nowadays the most luxurious home is only 
too frequently voluntarily abandoned for the 
hospital, since science, not luxury, is the sine 
qua non in the handling of illness or accident. 
Operations are practically never done any longer 
in the private home, though memory of hun- 
dreds of thousands of citizens harks back to the 
hour when the ‘kitchen table” was the first 
requisite for an operation. In large cities, of 
course, the economic and housing question have 
been a vital factor in effecting this increased 
hospitalization, the effect of which upon medica) 
practice by individuals is yet to be forecasted. 
Housing and service problems—for the moder- 
ately well to do the servant question in the city 
have both forced 
and incited the hospitals to increase their ca- 
pacity for private patients, to see that these 
patients had all the personal comfort obtainable 
in their homes, sometimes even more, coupled 


is almost out of all bounds 





with a scientifie efficiency of medical attendance 
and nursing care, almost impossible to attain 
in the home. Many hospitals exist, and those 
are assets to their owners, where only private 
patients are taken. 

Public care of the sick has been raised at the 
expense of the taxpayer, or through the blunder- 
ing good intenttions of those misdirected ‘phil- 
anthropies finding vent in heavily endowed 
foundations until it equals in almost every in- 
stance the finest of private service, in vitalities 
and essentials at least. Though hospitalization 
is only a higher exponent of the works of char- 
ity expended originally in many an Hotel de 
Dieu that the destitute might not want for 
ministration from the hands of good samaritans 
it must be confessed that what with complexities 
such as the inroads of pay clinics, increased cost 
of nursing and other economic angles, increased 
hospitalization already shows signs of being a 
rose not altogether devoid of thorns. 

At first all hospitals being charity affairs, 
private patients were admitted both to accom- 
modate the visiting staffs and to add to the 
revenue of the institution, and it was not long 
before the discerning learned that in hospitals 
the persons who could not afford to pay anything 
for treatment were actually receiving better care 
than those to whom money was no object. Espe- 
cially was this true of surgical cases. 


Oddly enough both during the war and for a 
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considerable subsequent period there were marked 
decreases in charity wards of hospitals, as well 
as in the applications for the outpatient depart- 
ment. With the wane of war-prosperity, how- 
ever, the business of the charity wards has again 
picked up. 

Hospitalization of persons able and willing 
to pay for their services is always welcomed by 
physicians working in communities where repu- 
table and open hospitals are maintained, though 
the closed hospital is always a debatable insti- 
tution. On the other hand, in the last decade 
and a half the cost of caring for charity patients 
has doubled and more, through the necessities 
arising from improved laboratory and X-ray serv- 
ice; introduction of social service and the de- 
mand from the public for the installation of 
better nursing and better food and service. Hos- 
pital superintendents endeavor to shorten as 
much as possible the stay of patients, figuring 
with cause that convalescence can as well take 
place in a convalescent home as in a hospital. 
The modern hospital should not be a boarding 
house. It costs too much to run a good hospital 
and if in hospitals such efficient treatment can 
he given that stays therein can be shortened then 
this is both a significant and an healthy condi- 
tion. For in diseases of mild character and obvi- 
ous diagnosis where home treatment is cheaper 
for the patient and as serviceable, even if the 
community has to pay the doctor’s bills, oceurs 
still another phase of medical service that merits 
study. Ambulatory patients can, of course, be 
served at a clinic for the poor, or be treated in 
a physician’s office. 

If physicians will keep themselves up to date 
and so ally themselves that the hospital will be 
the physician’s hand maid in the struggle of 
science against disease instead of an institutional 
dictator of the physician, there will be better 
leverage on the increasing problem of hospital- 
ization and community service and less cause 
for complaint as made by some physicians that 
“the hospital is taking the bread out of our 
mouths.” Adaptation and adjustment of the 
practice of medicine to new economic adjust- 
ments is making this transitional stage of medi- 
cine and its correlative adjuncts a condition call- 


ing for the exercise of profoundest judgment 


and most thorough investigation. At stake is the 
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future of medicine and the public weal, and in 


the tremendous area that must be covered hos- 
pitalization is only one angle. 





FINANCING HOSPITAL AND PHYSI- 
CIANS BILLS AT THE NORMAL 
RATE OF INTEREST 
We had recently presented before the Chicago 
Medical Society what is known as the Smith 
plan for financing medical and hospital accounts. 
The Smith plan seems to meet with the ap- 
proval of the attorney for the society as well as 
the officers. That the scheme is feasible is shown 
by the experience of the National City Bank of 

New York. 

A year ago the rich National City Bank of 
New York opened up a department for loans 
without collateral security, to working folks who 
needed a hundred or a thousand dollars and 
needed it badly. 

After a year, however, during which the Na- 
tional City bank has loaned over 16 million dol- 
lars in such loans, a report is made which shows 
amount of borrowers met their obligations 
promptly. The experience of the bank helps sup- 
port the general conviction that most folks are 
honest. Most men and women take pride in 
making their word as good as their bond. 

This great bank has helped more than 50,000 
New York families by its small-loan policy. It 
helped a man finance a surgical operation for his 
son. It provided a waitress with enough money 
to bring her brother to this country from Ger- 
many. It freed many wage earners from the 
tails of the loan sharks. A third of the loans 
were for medical and dental service ; 15 per cent. 
to pay debts and other loans; 14 per cent. went 
for home equipment, and 8 per cent. more for 
payments on homes; education took 5 per cent. 
The repayment plan, calling for regular savings 
accounts deposited from wages, was promptly 
followed by 97 per cent. of the borrowers, and 


legal action had to be instituted for the recovery 


of less than 1 per cent. of the total loans. 





WANTED 
Back numbers of the JouRNAL. We have re- 
quests from two different European libraries for 
the April, 1926, JournaL. Kindly communicate 
with the ILtinois MeEpican JOURNAL, 185 N. 


Wabash Avenue, Chicago. 
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INTERNATIONAL MEETING OF THE 
INTER-STATE POST GRADUATE MED- 
ICAL ASSOCIATION OF NORTH 
AMERICA 
Detroit, Michigan, October 21-25, 1929. 

For official program of the meeting communi- 
cate with Dr. W. B. Peck, Managing Director, 
Freeport, Illinois. 





CONTROLLING SMALLPOX IN ILLINOIS 
COSTS TWENTY-FIVE DOL- 
LARS THE CASE 

According to Dr. Andy Hall, director Depart- 
ment of Public Health, controlling smallpox in 
Illinos costs the State Department of Public 
Health twenty-five dollars per case. This sum 
includes the expenses of travel and salary for 
time of the field personnel involved in suppress- 
ing outbreaks of the disease. It does not imply 
that the state spends this amount on each sepa- 
rate case, but the grand total of all expenses 
incurred by the field personnel of the department 
in performing duties involved in suppression 
and control of smallpox averages up to $25 the 
case. 

During the first six months of this year 2,632 
cases of smallpox were reported in Illinois. At 
$25 per case this volume of smallpox has cost 
the department $65,800. If prevalence continues 
at anything like the same rate throughout the 
remainder of the year, and this seems not un- 
likely, smallpox will have cost the State De- 
partment of Public Health more than $130,000 
for 1929. 

Furthermore the minimum quarantine re- 
quirements of a patient suffering from small- 
pox is 21 days. Every case of smallpox requires 
the quarantine of at least 2 people. The 2,632 
cases for the first half year caused, therefore, 
no less than 5,264 people to spend not less than 
110,544 days in isolation. This amounts to more 
than 300 years of time. 

Of course local health departments spend a 
good deal of time and money on smallpox and 
individuals not only incur doctor bills, but are 
compelled to lose time from productive pursuits. 

Vaccinations at any price from $1 to $5 each 
seem cheap in comparison. 

During the 10 years ending with 1928 Illinois 
had 30,441 cases of smallpox. At $25 per case 
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this experience cost the State Department of 
Public Health no less than $761,025. At 21 
days per case for 2 people the number of days 
spent in quarantine was 1,278,522, a matter of 
3,503 years. 

In the Panama Canal Zone, where the popu- 
lation now stands at about 37,000, not a case 
of smallpox has ever developed. The require- 
ments are that incoming residents must show 
evidence of successful vaccination within 5 
years; that infants must be vaccinated at 3 
months of age; that children must be vaccin- 
ated upon entering school and a 5-year inter- 
vals thereafter while in school. These require- 
ments are strictly enforced and that leaves the 
Zone absolutely free from smallpox. 





PRESIDENT’S ADDRESS — WOMAN’S 
AUXILIARY TO ILLINOIS STATE 
MEDICAL SOCIETY 


Mrs. G. Henry Munpt 


CHICAGO 


It seems proper at this time to give a brief 
resume of some of the incidents which have had 
a part in the organization of the Woman’s 
Auxiliary to the Illinois State Medical Society. 
Two years ago at the meeting in Moline the 
House of Delegates passed a resolution approving 
a Woman’s Auxiliary. Very Jate in the evening 
Doctors Chapman and Camp asked me if I 
would try to get a group of ladies together in 
the morning for the purpose of considering the 
organization of an auxiliary. As it was the last 
day of the meeting many had left, but Mrs. 
Chapman and I succeeded in bringing about 
twenty-five ladies together. An informal meet- 
ing was held and the doctors who were present 
suggested that a temprorary organization be 
formed. 

As the organization was only temporary the 
most that could be done was to try to interest 
the doctors and their wives and to organize the 
counties which desired an auxiliary. The first 
thing that was done was to send letters to all 
county presidents, secretaries and state councilors 
and officers asking their support and to assist by 
suggesting names of women who might be inter- 
ested in organizing. This involved the sending 
of more than two hundred letters. The first 
request to assist in organizing came from Dr. 
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Peairs of Normal (McLean county). He in- 
vited me to Bloomington to talk at a luncheon 
at which time an auxiliary was formed. During 
my two years as president I have spoken in many 
counties and have organized eight of the coun- 
ties out of thirteen which have organized, as well 
as six of the branches and the Central Auxiliary 
to the Chicago Medical Society. I have also had 
the pleasure of addressing the Southern Illinois 
Medical Association, the Secretaries’ Conference, 
the Nebraska State Auxiliary, the Indiana State 
Auxiliary, the Minnesota State Auxiliary and 
giving the response to the address of welcome 
from the Minnesota State Auxiliary to the Aux- 
iliary to the American Medical Association at 
the national meeting in Minneapolis. 

I want to say that wherever I have appeared 
it has been without solicitation, with the excep- 
tion perhaps of appearing before the Council of 
the Chicago Medical Society. I did talk to the 
Chairman of the Council and he did not favor 
an auxiliary very strongly. However, after a 
lengthy conversation he did say that I might 
state my case before the Council. I felt that I 
could not thrust myself into the midst of such 
an austere and formidable body all alone, so I 
asked Mrs. Hutton to accompany me, which she 
did. With fear and trembling I stated the ob- 
jects of an auxiliary as I had conceived them. 
We were greatly pleased when we learned that 
the unanimous consent of the Council to organ- 
ize had been given. 

Then many letters were sent to the presidents 
and secretaries of the fifteen branches which 
comprise the Chicago Medical Society, and many 
telephone calls were made. Some responded very 
well and I talked at seven branch meetings. 
Three luncheon meetings were held at the 
Stevens Hotel in order to get as large a repre- 
sentation as possible from the branches before 
organizing the Central Auxiliary, which was duly 
organized. In June, 1928, during the time of 
the state meeting, a permanent organization was 
effected. 

I can say that it has been uphill work and 
perhaps will be such until the doctors get behind 
the idea and give their whole-hearted support. 
Of course, we have not yet been in existence as 
a working organization long enough to justify 
our existence with some of the doctors and seem- 
ingly with many of the women, for it is still hard 
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to convince some that an auxiliary is worth 
while. You may not know it, but there were 
and I presume still are doubts in the minds of 
some of the doctors as to the value of an auxil- 
iary. Usually, though, when education in med- 
ical economics is suggested and an explanation 
of the work is given which can be carried on in 
connection with this, a different viewpoint is 
gained. The editor of the Indiana State Medical 
Journal commented favorably on this idea in his 
journal after reading one of my articles which 
was published in the ILLINoIs MEDICAL JouR- 
NAL. 

Last week I delivered an address at the annual 
meeting of the Woman’s Auxiliary to the Ne- 
braska Siate Medical Society and I was gratified 
at the acceptance of my viewpoints as to the 
objects of an auxiliary. 

I am sure that those who do not approve of 
the auxiliary have not considered just how far 
reaching our influence might be, and if they 
were to analyze some of the contacts which have 
been made they would be convinced that our 
effort as an organization is justified. We are 
still in a formative period. Our constitution is 
not complete but soon we can be guided in this 
regard by the first constitution of any conse- 
quence that the National Auxiliary has offered. 
Each state may draft its own Constitution and 
By-Laws. However, the National Auxiliary 
recommends that the states follow the By-Law 
regarding federation with other organizations. 
May I state here that I was misquoted in the 
Auailiary Bulletin as to my idea of federation. 
I had expressed myself as not being in favor of 
it long before the controversy at the last national 
meeting. I should recommend individual mem- 
berships in the various large organizations, for I 
believe our work would be much more effective 
done in this way than as a group affiliation. 
Also I believe that only doctors’ wives should be 
active members with power to vote, all others 
should be associate, for their viewpoints are 
many times different. 

I am disappointed that more counties are not 
organized and that some of those which did or- 
ganize are not functioning as they should. Since 
hearing some of the experiences of the six doctors 
who had to be hauled out of the mud on their 
way to attend a medical meeting, where I talked 
to the wives, I am not surprised that an interest 
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is lacking in some counties. We are such a dif- 
ferent type of organization and somewhat limited 
in our scope so that we are bound to grope about 
for a while but I am sure that as we grow we 
shall find plenty to do. I do feel that we are 
building on a firm basis; that of education in 
medical economics. Until very recently we have 
had no money in our treasury, the first dues hav- 
ing just been paid. I have paid my own ex- 
penses and the Education Committee has been 
very kind in assisting by mimeographing, ad- 
dressing, ete. The big question in the minds of 
most women is, “What can we do?” If the 
medical society will give the auxiliary plenty to 
do that will help to insure the success of the 
auxiliary. 

I should like to tell you something about the 
work of an organization of this type as I con- 
ceive it. 

I must admit that two years ago when I was 
elected president of the temporary organization, 
I had very vague ideas as to how we could oper- 
ate. I looked over some literature which I had 
received concerning the work of the auxiliary in 
other states. I could not visualize these things 
as being the real work of an auxiliary. Some 
are endeavoring to establish health film libraries 
and these films are to be loaned to lay organiza- 
tions, which is a splendid effort. Some of the 
other activities are work in health education, 
furnishing free milk and soup to needy children, 
furnishing awnings for country schools, estab- 
lishing a first aid station at a country cross-roads 
where there are many accidents, sewing for hos- 
pitals, ete. I believe that a certain amount of 
this work is laudable and through it the auxil- 
iary will gain the good-will of the people but I 
also believe that the doctors are already doing 
enough charitable work without their wives or- 
ganizing to do more. As I said, I had very 
vague ideas in the beginning as to the work but 
after much thought and reading of medical 
journals many ideas presented themselves and 
those were mostly of an economic aspect. I 
think too, that I was saturated with the subject 
of medical economics, for I heard my husband 
talk so much about it, as I accompanied him on 
various trips throughout the state to talk to 
medical societies. 

As you know medicine has never taken any 
definite stand in its own behalf, but now when 
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it is almost too late, some (not all) of the doc- 
tors are awakening to the fact that they are in 
the dawn of a new era in the practice of medicine 
and rather chaotic conditions prevail. Many are 
concerned over the prospects of State Medicine 
in the near future. Some men foresaw this 
situation but as Clarence Darrow says, ‘The 
progressive minority is usually a few jumps 
ahead of the more conservative majority,” and so 
it was in this case and seemingly there. are 
plenty of women in the conservative majority. 
You may ask: “What bearing or relation does 
the economic side of medicine have to the auxil- 
iary or vice versa?’ I think quite a good deal, 
for I feel that this is where our real work lies. 
But first, we must enlighten ourselves as to some 
of the problems which are of such vital impor- 
tance to medicine. 

A few of these problems are foundations and 
corporations practicing medicine; universities 
practicing medicine in competition with their 
graduates, as well as with those from other 
schools; abuses of medical charities; County 
Boards practicing medicine; medical legislation. 
Various bills are introduced at sessions of the 
legislature which affect the practice of medicine 
and which would affect the public even more if 
passed, but fortunately the citizens are protected 
to a great extent by the activity of the medical 
profession. Such bills as the Anti-Vivisection 
Bill, State Medicine and the Sheppard-Towner 
Act which is just one step further toward a 
Bureaucracy which is developing too rapidly in 
this country. I am ashamed to admit that some 
lay women know more about these questions than 
do the doctors’ wives. I should like to have time 
to tell you how the grain business has suffered 
under this sort of legislation. 

How can we help? Our auxiliary can act as : 
buffer between the profession and the laity. We 
can convey the proper viewpoints of organized 
medicine to the general public in regard to some 
of these problems. In speaking of organized 
medicine we do not mean a union, but members 
of an ethical medical society. We can carry on 
work where it might be unethical and even im- 
possible for the doctors themselves to do so. We 
can do this work both as an auxiliary and as 
individuals and the work will dovetail with that 
of other organizations to which we belong. 

In a list of suggestions which was printed in 
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the Intino1is MEepIcAL JouRNAL of March, 1928, 
I suggested that there were many ways in which 
we could convey the viewpoints of organized 
medicine through our Women’s Clubs. Also that 
the clubs to which members belong should be 
listed after their names so that when anything 
of importance is to be done they may be noti- 
fied quickly. They should really form a small 
unit in their clubs. I do not mean another or- 
ganization, but know one another so that they 
can stand together in any event. If literature 
is to be sent to a club they can prepare the soil 
or do some follow-up work because if anything 
is sent which is against the general policy of 
that organization, no consideration will be given 
to it unless it is fostered by a few members. 
We know the influence which endorsements 
sent from Women’s Club have upon legislators 
and individual letters have their influence as 
well. The legislative committee of the Illinois 
State Medical Society informs its members as to 
impending bills and requests that they get in 
touch with their legislators. Our president and 
legislative chairman could be placed on that list 
so that we would receive notices and if the medi- 
cal society considered it advisable, we could act 
with their guidance. Of course, no work of this 
kind should be carried on without the sanction 
and direction of the medical advisory council. 
A legislator’s wife informed me that the legis- 
lator does not always realize that an endorse- 
ment from an organization perhaps represents 
only a small percentage of the membership. In 
a club whose membership is eight hundred fifty 
these bills are discussed and usually endorsed at 
business meetings which are usually poorly at- 
tended, and I dare say that many of those pres- 
ent do not know what they are sanctioning. We 
know that when the Board of a Club recommends 
anything it is very difficult for a lone individual 
to rise and talk against it unless she knows she 
will have some backing. If our members are 
enlightened as to some of these bills which are 
discussed or indorsed in Clubs they can take a 
stand on them and know that they will have 
support. It is surprising to find that so many 
doctors’ wives do not know what the Sheppard- 
Towner Act is after all these years and more 
surprising to know that most of them voted for 
the endorsement of this bill in their clubs. The 
State Auxiliary recently sent out pamphlets on 
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this bill to the membership with a letter en- 
closed advising them to acquaint themselves 
with it. If we did nothing more than to en- 
lighten our members as to the dangers of this 
one bill, we would have accomplished much. I 
should like to relate two instances of how en- 
dorsements were defeated through the courage of 
one woman and the work of another. In a large 


club when an endorsement was about to be voted 
a physician’s wife spoke against it and then many 
rallied to her support and the endorsement was 


defeated. Only the proponents of this bill were 
being heard in most clubs and another woman 


finding that she could change the sentiment of 
the club by passing literature which gave very 
good reasons for opposing it, used her influence 
in having incorporated in the By-Laws of that 
club that both sides of any question must be 
presented before an endorsement is given. Would 
it not be a good idea for auxiliary members to 
see that their clubs incorporate this same idea 
in their By-Laws? 

We should see that these presentations are 
made by reputable speakers. We should know 
that any speaker who comes to our club has im- 
peccable credentials. Why? Because teo many 
speakers are coming to our clubs with an ax to 
grind and too many who could not stand inves- 
tigation. Just recently upon two different occa- 
sions a man represented the Anti-Vivisectionists 
at meetings of one of the large federated clubs. 
If you wish to know his record read the Journal 
A, M. A. of April 27, 1929, page 1469. I ask 
you to do this and see whether you think as I 
do that it is a pity that our women’s organiza- 
tions will tolerate a speaker of this kind and 
that they believe as they evidently do that a 
man of this type represents the medical profes- 
sion. Then we have certain food fakers posing 
as diet experts. Sometimes these men are finan- 
cially interested in the concern whose products 
they recommend. Many large concerns are put- 
ting on advertising campaigns and they always 
use the health appeal. Why don’t we recom- 
mend having physicians to speak instead of their 
speakers? There are many so-called psychology 
talks which are merely Christian Science talks. 
If that is what is wanted it is all right, but have 
that title given to them. Chiropractors are 
sometimes scheduled. The Illinois State Medical 
Society furnishes speakers gratis to any organi- 
zation on any health subject. Just recently I 
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have been able to recommend to four clubs that 
they use these speakers. I have always advocated 
the use of many of these speakers for our own 
auxiliaries with open meetings to interest our 
lay friends in some of the viewpoints of the pro- 
fession. A tea and some interesting subject such 
as “Heroes in Medicine” is one of many which 
might be suggested and the speakers tactfully 
digress and get over the idea in some way that 
our clubs in their willingness to help humanity 
fail to see the paternalistic side of certain move- 
ments. We can spread the information that they 
are fostering paternalism as well as to convince 
our club women that they have been made the 
dupes of charitable organizations and social re- 
formers. There are many misdirected women 
lobbying for measures of various kinds who 
would oppose them just as strongly if they could 
in some way get the proper viewpoint. 

The Illinois State Medical Society will also 
furnish authentic health news which should re- 
place the columns which are written and syndi- 
cated by a physical culture graduate. One aux- 
iliary was responsible for the discontinuance of 
this column in a newspaper. Health articles to 
be read by members of clubs may be obtained. 
Would it not be a good idea to replace the 
“Physical Culture” magazine on the doctor’s re- 
ception room table with Hygeia? I understand 
that this may actually be found among some doc- 
tors’ magazines. 

Again we must be enlightened so that we can 
defend the profession when we hear them 
maligned. We know that there is not another 
profession as self-sacrificing and which does as 
much for charity. But they do object to charity 
running riot and bringing about a condition 
which will be as disastrous for the public as it 
will be for the medical profession. I refer to 
State Medicine. I understand that there are 
trust funds for the benefit of mankind which 
amount to between one and two billion dollars. 
This benefit is usually interpreted as meaning 
medical charity. What a help it would be toward 
paying the doctor’s bill if mankind could be re- 
lieved of buying shoes, milk, etc., but these 
funds do not do that. Inquire into the high cost 
of medical care and see for yourself where the 
trouble lies. It would be better to speak of the 
high cost of being sick and consider whether it 


is the doctor’s fees that have increased so much 
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or whether it is not other features in which the 
doctor has no financial interest. But how many 
doctors’ wives even stop to think that the doctor 
is not actuated by selfish motives but working 
for the protection of the public just as much or 
more than for himself when he fights the drug- 
less healer and various other bills as well as 
various charities which are contributing factors 
to State Medicine? 

Read the Medical Journals. Some of the edi- 
torials and correspondence will interest you if 
you are at all interested in the future of medi- 
cine. I believe that most of us are, who have 
husbands or sons. ‘The advisory council feels 
that if the Intino1s MepicaL JourNAL is read 
no circularizing will be necessary as that is quite 
expensive. Also, through the courtesy of the edi- 
tor, auxiliary news will be printed. 

Place your members in strategic positions in 
their various organizations. Again if time per- 
mitted I should like to mention several interest- 
ing experiences which were had by our members, 
who were members of club boards, for I know 
that these would demonstrate the possibilities of 
this organization. Other forces are very well 
represented in our clubs. 

In your clubs or at the polls know whom you 
are putting into office. Know whether they are 
friendly to medicine. Many politicians as well 
as some club officers are not in sympathy with 
the high standards of the medical profession. 

Have your friends know that the American 
Medical Association and the Illinois State Medi- 
cal Society broadcast daily health talks. 

I have been told that the auxiliary increases 
the attendance at many medical meetings when 
held on the same day, women urging their hus- 
bands to go so they may attend the auxiliary 
meeting. I am bold enough to hope that through 
interesting the women in some of the serious 
problems of medicine that we may interest some 
doctors who have been indifferent. We know 
that the auxiliary promotes acquaintance and 
friendship among physicians’ families. 

As I said, we can do much as individuals in 
spreading information as to the right viewpoints 
of organized medicine instead of allowing some 
of the fallacious ideas which are constantly be- 
ing foisted upon the public to go unchallenged. 
We all have contacts which the doctor would 
never have and there is no estimating as to how 
far-reaching the influence might be from some 
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seemingly unimportant contact. In talking cas- 
ually to people about the attitude of the pro- 
fession on various questions I find many willing 
listeners. 

As an auxiliary we can be a power if we en- 
lighten ourselves as to the problems of medicine. 
Our influence probably will not be felt greatly 
in the beginning but as the constant dripping 
of water wears away a stone so will our propa- 
ganda have its influence in time. It is discour- 
aging to be met with the question as to why the 
doctors’ wives should be so interested when there 
is such apathy on the part of some of the doc- 
tors. The only reply that I can make to such a 
question is that the training of a medical man 
has been such until very recently that he knew 
nothing of his economic relation to society, for he 
has been much interested in the scientific aspect 
of medicine and in ekeing out a modest living, 
consequently, he has never appreciated the im- 
portance of the relation of the scientific side to 
the economic side of medicine. Of course, we 
do have to admit lethargy on the part of some. 
But why, because of this lethargy should the 
women be disinterested and not organize? 

The fact must be recognized that women’s or- 
ganizations have much power and that women 
are occupying very important places. Lady As- 
tor said, “I don’t say that women will change 
the world, but I do say they can if they want 
to.” We can do much in molding public senti- 
ment. 

I can liken this organization to an orchard. 
If we have good soil, good trees and good cul- 
tivation we have an excellent orchard. If we 
have good strong organizations built on a firm 
basis with good active members and the guid- 
ance of the doctors our auxiliary will bear splen- 
did fruit. 

7000 South Shore Drive. 





Correspondence 


THE ENCROACHMENT OF FREE 
CLINICS 
Paris, Ill., June 29, 1929. 

To the Editor: The recent agitation in Chi- 
cago, concerning free clinics and the publicity 
methods employed by some of them, prompts me 
to comment again upon the present position of 
so-called clinics in general. 

Thirty years ago free clinics were the adjuncts 
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of hospitals and medical colleges, and the pri- 
vate clinic was unknown. Even then the free 
clinic was often taken advantage of by im- 
pecunious people who were amply able to pay; 
but on the other hand, the struggling young 
clinician was sometimes enabled to add to his 
meager income by adroitly converting such ap- 
plicants into private “pay” patients. These 
clinics were advertised entirely by their loving 
friends, and their competition with the private 
practitioner was negligible. 

Later, from a small beginning in, a small 
northern town, the quasi public, but really pri- 
vate, clinic was evolved. It proceedeed along 
ethical lines, and had the endorsement and co- 
operation of the profession, and so became a 
court of last resort, to which were referred ob- 
scure and difficult cases. ‘The success of this 
institution inevitably inspired the formation of 
similar combinations of doctors in our large 
cities, and gradually in cities of even the third 
and fourth classes. And inevitably; with the 
multiplication of these clinics abuses crept in. 
While most of them have kept nominally “within 
the law” of ethics, many of them have become 
more or less commercialized in their methods 
of handling patients and seeking publicity. 

They do not advertise through the press di- 
rectly. They still cling to the Mellins food 
idea, but they resort to every possible method to 
secure, and propagandize through, loving friends. 

Their members contribute to, and are freely 
quoted by the lay press. They lecture to the 
public, and are not at all diffident in referring 
to the accomplishments of their clinics, espe- 
cially in the matter of percentages of cures. 

A few years ago I heard a prominent asso- 
ciate of a big clinic address a medical society 
on the subject of goiters. The general public 
was incidentally invited to be present. And 
the general public, knowing the speaker’s world- 
wide fame, came. The lecture was delivered to 
the medical society, but at the general public. 
It was, indeed, elementary as to scientific value, 
but expert in the presentation of statistics of 
cures at the clinic. Within the next few weeks, 
needless to say, there was an exodus of goiter 
cases from that city to the big clinic. 

Such publicity stunts are, of course, within 
the law. So, perhaps, are the boosting of clinics 


in railroad timetables, and unpaid for write-ups 
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in magazines and newspapers. But in effect they 
are no different from frank commercial adver- 


tisements in the press, except, possibly, they 
are more insidious, 

But perhaps the worst feature of modern clin- 
ics, especially the lesser ones, is their attitude 
toward the general practitioner whose patients 
seek their help; and their tendency unneces- 
sarily to “clinicize” to the limit every casual 
cease that falls into their hands. The patient re- 
ferred by the meek, long suffering, but well mean- 
ing, and possibly quite competent country doc- 
tor, is diagnosed to his finger-tips (thereby be- 
ing profoundly impressed), and at once put upon 
a course of treatment, with instructions to re- 
turn at a certain date. Perfunctorily sometimes 
the family physician is advised as to the find- 
ings in the case, but there is an air of aloofness 
and an assumption of arrogance in the clinician’s 
attitude that does not add to the family phy- 
sician’s self-esteem, nor to the esteem of his 
patient. 

A patient with a simple ailment is frequently 
seized upon and put through an entirely un- 
warranted and superfluous process of tests and 
examinations. Everything, indeed, seems to be 
grist that comes to these mills. Thus, recently 
I sent a patient with a slight nasal affection to 
a specialist in a neighboring third-rate city, with 
a request to look after her nose. On her return 
I learned that she had been; unwittingly set 
upon, as it were, and put through the clinic of 
which the specialist happened to be a devoted 
member. She had been x-rayed, gastric-lavaged, 
Wassermannized psychoanalyzed, catheterized— 
and all but hypnotized. The results were all 
negative. But she had to pay. She was indig- 
nant. So was I. It looked as if she had been 
frankly “gypped.” 

But, on the other hand, many patients are 
so impressed by the painstaking “thoroughness” 
of these methods that they never cease to brag 
about it to their friends, and never cease to 
harbor the feeling that the family physician 
(who knows their history so well he does not 
need to psychoanalize or Wassermannize them 
and is too conscientious to pretend that such 
absurd and expensive thoroughness is necessary ) 
is a superficial and careless sort of M. D. 
Insurance companies know their business pretty 
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well. They require, as a routine, the testing of 
the vital organs, the taking of blood pressure 
and urinalysis. If their examiner happens to 
find a hypertrophied turbinate, they do not de- 
mand an electrocardiagram, a spinal puncture, 
nor a cystoscopy. And when a simple case comes 
to one of these clinics and is “run through,” it 
iz done obviously for one of two reasons—either 
to obtain a large fee, or to make an impression 
upon the patient. 

And so we country doctors, while vicariously 
deploring, with our city brethren, the encroach- 
ment of free clinics and the menace of state 
medicine, have other grievances. We should like 
to see all the clinics confining themselves to their 
proper sphere, without advertising, surreptitious 
or otherwise, and without a greedy eye upon 
the possibilities of the patient’s purse. And, 
when practicable, as it usually is, we should 
like to have our patients returned to us for 
treatment, and returned with their respect for, 
and confidence in their family doctor unimpaired. 

E. O. Laven, M. D. 





PROGRAM STATE MEDICAL SOCIETY OF 
WISCONSIN, SEPTEMBER 
11-13, 1929 


The eighty-eighth annual meeting of the State 
Medical Society of Wisconsin will be held at 
Memorial Union Building, Madison, September 
11, 12 and 13. Members of the Illinois State 
Medical Society are cordially invited to be 
guests at the meeting. 


The program is as followss: 


Wednesday, September 11 


8:00 A. M. 

Registration. 

9:00 A. M. 

Wisconsin Laws and Legal Rulings as They Pertain 
to Practice of Medicine—Fred M. Wylie, Attorney at 
Law, Madison. 

The Doctor and His Collections—Prof. Robert R. 
Aurner, Department of Business Adminstration, 
School of Commerce, University of Wisconsin, Mad- 
ison. 

Opportunities and Trends in the Practice of Medi- 
cine—Dr. Olin West, Secretary and General Manager, 
American Medical Association, Chicago. 

Fat Embolism—Dr. E. A. Miloslavich, Milwaukee. 

2:00 P. M. 

‘Bronchoscopy—Dr. Wellwood M. Nesbit, Madison. 

Subject Later—Dr. F. C. Rodda, Associate Professor 
of Pediatrics, Minneapolis. 
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Sterility—Dr. Roland S. Cron, Milwaukee. 


Prostatic Obstruction—Dr. Herman  Kretschmer, 
Assistant Clinical Professor of Surgery, Rush Medical 
College, Chicago. 

Thursday, September 12 


8:30 to 9:45 A. M. 


Room A 

Spinal Anzsthesia—Dr. Ralph W. Waters, Univer- 

sity of Wisconsin, Madison. 
Room B 

Neuro-Syphilis—Dr. Wm. F. Lorenze, Professor of 

Pediatrics, University of Wisconsin, Madison. 
Room C 

Pernicious Anemia—Dr. Wm. S. Middleton, Asso- 
ate Professor of Clinical Medicine, University of 
\Visconsin, Madison. 

Room D 

The Value of Sympathetic Ganglioectomy and Trunk 
Resection in the Treatment of Raynaud’s and Allied 
Vascular Diseases—Dr. A. W. Adson, Assistant Pro- 
fessor of Surgery, Mayo Clinic, Rochester. 

9:45 to 11 A. M. 
Room A 

Use and Abuse of Forceps—Dr. John Harris, Pro- 

fessor of Obstetrics, University of Wisconsin, Madison. 
Room B 

Cardiac Decompensation—Dr. Francis D. Murphy, 
Assistant Clinical Professor of Medicine, Marquette 
University, Milwaukee. 

Room C 

Massive Atelectasis of the Lungs—Dr. F. J. Hirsch- 
boeck, Duluth. 

Room D 

Nephritis—Dr. Ralph Major, Professor of Medicine, 
University of Kansas, Kansas City, Mo. 

11:00 A. M. 

The Normal and the Diseased Heart—Dr. John H. 
Musser, Professor of Medicine, Tulane University, New 
Orleans, and President, American College of Physicians. 

2:00 P. M. 

President’s Address—Dr. K. W. Doege, Marshfield 
Clinic, Marshfield. 

Gynecological Subject—Dr. Harold O. Jones, Chi- 
cago. 

Use of Pituitrin—Dr. Warren E. Leaper, Green Bay. 

Goitre—Dr. A. L. Mayfield, Kenosha. 

Subject later—Dr. Hary Wahl, Dean of School of 
Medicine, University of Kansas, Kansas City, Mo. 

7:00 P. M. 

Annual Dinner (Informal)—Great Hall, Memorial 
Union Building. This dinner is given to honor this 
year all past presidents of the society. Speaker of 
the evening—Dr. William Allen Pusey, Past President, 
American Medical Association. 

Problems in the Corporate Practice of Medicine. 


Friday, September 13 
9:00 to 10:30 A. M. 


Room A 
Treatment of Trophic Ulcers and Other Nervous 
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Diseases by Alcoholic Injections—Dr, C, F. McClintic, 
Detroit. 
Room B 


Hematuria—Dr. J. C. Sargent, Professor of Urology, 


Milwaukee. 
Room C 
Oxygen Treatment of Pneumonia—Dr. John Pink, 


Milwaukee. 
Room D 
Pediatric Clinic—Dr. Francis S, Smyth, Washington 
University, St. Louis, Mo. 
10:30 A. M. to 12 M. 
Room A 
Thyroid Disorders—Dr. Arnold S. Jackson, Jackson 
Clinic, Madison. 
Room B 
X-Ray Diagnosis of Duodenal Ulcer—Dr. Charles G. 
Sutherland, Mayo Clinic, Rochester. 
Room C 
Diabetes-——Dr. C. C. Edmondson, Waukesha. 
Room D 
X-Ray in Neurosis—Dr. Frank W. Mackoy, Sacred 
Heart Sanitarium, Milwaukee. 
Room E 
Subject and speakers to be announced. 
2:00 P. M. 
Address by the President-Elect—Dr. Frederick J. 
Gaenslen, Milwaukee. 


Subject later—Dr. Joseph Barcroft, Professor of 
Physiology, Cambridge University, Cambridge, England. 

Subject later—Dr. Herman F. Derge, Eau Claire 
Clinic, Eau Claire. 

Annual Oration in Surgery—Dr. George Heuer, Pro- 
fessor of Surgery, University of Cincinnati, Cincinnati. 





PRIZE FOR GOITER RESEARCH 


The American Association for the Study of Goiter 
will award a prize of three hundred dollars ($300.00) 
and a medal of honor to the author of the best essay 
based upon original research work on any phase of 
goiter, presented at their annual meetings at Seattle, 
Wash., in September, 1930. 

Competing manuscripts must be in the hands of the 
Corresponding Secretary by July 4, 1930, so that the 
award committee will have sufficient time to thoroughly 
examine all data before making the award. 

Full particulars of other regulations governing de- 
tails of the offer will be furnished on application to 
Dr. J. R. Yung, Corresponding Secretary, Terre Haute, 
Ind. 





AMERICAN COLLEGE OF PHYSICAL 
THERAPY 


CLINICAL CONGRESS AND THE EIGHTH ANNUAL MEET- 


ING, November 4, 5, 6, and 7, 1929, Hotel 
Sherman, Chicago 


Chicago has again been selected as the annual meet- 
ing place for the clinical congress of physical therapy 
of the American College of Physical Therapy. The 
consensus of opinion of the many representatives, who 
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have attended the sessions in the past few years, is 
that Chicago offers the most attractive features for a 
large medical gathering. Convention facilities are un- 
surpassed. Chicago as a medical center needs no 
apology. The experience of those who have attended 
any of the previous conventions speaks well for a 
highly successful 1929 Clinical Congress. 

One of the novel features to be inaugurated this year 
is the clinical part of the program. One-half of each 
day will be devoted to a variety of clinics in the sec- 
tions on Medicine, Surgery and allied specialties, and 
Eye, Ear, Nose and Throat. As in the past, there will 
also be a joint meeting of all sections for the presen- 
tation of numerous addresses of interest to all physi- 
cians irrespective of their specialties. Education in 
physical therapy will be thoroughly stressed, as the time 
has come when this phase of the subject must be given 
due emphasis by an organization such as the American 
College of Physical Therapy. Scientific papers, clinical 
addresses, demonstrations of technique, and scientific 
and technical exhibits, will comprise the remainder of a 
scientific program which merits the attention of all 
those interested in the newer fields of medicine. At- 
tendance at the congress is not limited to the fellows 
of the College, as all duly licensed physicians, their 
technicians and assistants, properly sponsored, are cor- 
dially invited to attend all the sessions. 

Program and other information may be obtained by 
writing to the Executive Offices, American College of 
Physical Therapy, Suite 716, 30 N. Michigan Avenue, 
Chicago, Ill. 





CHICAGO ROENTGEN SOCIETY 
RESOLUTIONS 


WHEREAS, the storage and preservation of used x-ray 
films has recently become an economic and insurance 
problem, and 

WHEREAS, the reports of the roentgenologists respon- 
sible for the diagnoses are of decidedly more value and 
importance than the films, and 

WHEREAS, these reports are filed with, and become a 
part of the records of each case, making it unneces- 
sary that large numbers and quantities of old and used 
x-ray films be preserved and retained for long periods 
of time, it is therefore, 

RESOLVED, by the Council of The Chicago Roertgen 
Society, acting officially for The Chicago Roentgen 
Society, that it is the sense and judgment of this So- 
ciety that it is not necessary to preserve any x-ray 
films for a longer period than two years after their 
exposure, and that in all cases where there is no likli- 
hood of legal proceedings—such as ordinary clinical 
cases, medical conditions, gastro-intestinal and urinary 
tract examinations—it is deemed unecessary to pre- 
serve or retain the x-ray films for a longer period 
than six months after their exposure. 

This is, however, not in any way to be construed as 
discouraging the preservation of films of specially 
interesting or unusual conditions, as these are to be 
preserved because of their value for comparative study 
and for teaching purposes. And it is further 
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RESOLVED, that referring physicians desiring to pre- 
serve the x-ray films of their own patients, be encour- 
aged to do this, and it is hereby declared permissible 
and proper practice for roentgenologists to deliver the 
films to the referring physicians in such cases; and it 
is further 

RESOLVED, that a copy of these Resolutions be sent to 
The Bulletin of The Chicago Medical Society, THE 
ItLino1is MEDICAL JOURNAL, The Journal of the Ameri- 
can Medical Association, Radiology, and the American 
Journal of Roentgenology, for publication, and to the 
American College of Radiology, the American College 
of Surgeons and the American College of Physicians 
with request that the same be published in their official 
journals, and to the Sections on Radiology of the 
American Medical Association and of the Illinois State 
Medical Society, and to the Chief of the Fire Preven- 
tion Bureau of Chicago and the Underwriter’s Labora- 
tories, Inc., of Chicago, and to the editors of Hospital 
Management and Modern Hospital. 





A DANGEROUS OPERATION 


Patient (nervously): “And will the operation be 
dangerous, doctor?” 
Doctor: “Nonsense! You couldn’t buy a dangerous 


operation for forty dollars.” 





A REAL COOK 
Adele: “Alice worships her husband, doesn’t she?” 
Mildred: “Well, she places burnt offerings before 
him three times a day.”—Hookless Scoop. 





BUSINESS CLASSIFICATION 
Miss W.: “How would you classify a telephone 
girl? Is hers a business or a profession? 
Mr. P.: “Neither. It’s a calling.” 





NOT PARTICULAR 


“Ha, Baron Flagg-Rush, you’re coming to our 
affair tonight, aren’t you?” 

“Don’t see how I can, Mrs. Goitre—you see, we’ve 
got a case of diphtheria in the house.” 

“Well, bring it along, Baron—we’ll drink any- 


? 


thing! 





FOR PROTECTION ONLY 
A motorist was held up by a traffic policeman. 
“What’s your name?” demanded the cop. 
“Abraham O’Brien Goldberg,” replied the mo- 
torist. 
“What’s the O’Brien for?” asked the officer. 
“For protection,” returned Abraham. 





BY A STROKE 


Press Interviewer—How did you acquire your 
fortune? 

Poet—At a single stroke. 

“Of your pen?” 

“No; of my paralytic uncle.” 
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THE MIMICRY OF THE SYMPTOMS OF 
PEPTIC ULCER.* 


J. SHELTON Horstey, M. D., 
From the Surgical Department of St. Elizabeth’s Hospital. 


RICHMOND, VA. 


The symptoms of peptic ulcer may cover a wide 
range, and are not infrequently vague and indefi- 
nite. They depend to some extent upon the type 
of ulcer, its location and the characteristics of 
the individual who possesses the ulcer. The 
symptoms of a peptic ulcer anywhere usually 
follow in a general way those of a duodenal 
ulcer. The symptoms of duodenal peptic ulcer 
may be described under three broad types. In 
all of them there is a tendency toward latent 
periods with comparative comfort, followed by 
an exacerbation of symptoms that occurs more 
frequently in the spring and the fall. 

Symptoms of Peptic Ulcer. In the first type, 
the chief complaint is the so-called hunger pain, 
coming on two to four hours after meals in duo- 
denal ulcers, and sooner in gastric ulcers. This 
pain is usually relieved by food, soda, gastric 
lavage or vomiting. The patient sometimes 
wakens early in the night with pain, which ceases 
after taking alkalies or milk and crackers. This 
condition lasts from six weeks to several months, 
alternating with periods of comparative freedom 
from symptoms. 

In the second type the prominent symptom 
is hemorrhage. The patient may apparently be 
in good health when hemorrhage suddenly oc- 
curs, with vomiting of blood and with tarry stools. 
Tarry stools and anemia may constitute the only 
symptoms. 

In the third type there are no definite gastric 
symptoms, but discomfort in the lower part of 
the abdomen and sometimes a tendency toward 
diarrhea. The appetite is poor and there is loss 
of weight. 

These three types of symptoms of peptic ulcer 
may occur separately or combined. The first 
and second are commonly associated. 

Though these three types or combinations of 
types cover most of the cases of peptic ulcer, 


*Oration in Surgery before the 79th Annual Meeting of the 
Illinois State Medical Society, at Peoria, Ill., May 22, 1929. 
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there are occasional instances in which a peptic 
ulcer produces very confusing symptoms. 


For example, Mr. A. K. P., aged 34 years, had a 
history of having had several previous attacks of what 
appeared to be kidney colic on the right side accom- 
panied by vomiting. A few hours before admission to 
St. Elizabeth’s Hospital, October 29, 1924, he suffered 
a very marked attack, which began with pain in the 
upper right side and concentrated around the region 
of the right kidney. There was a slight general abdom-. 
inal pain and tenderness. The urine was cloudy and 
contained some albumin and a few leukocytes. Cysto- 
scopic examination was negative. The following day 
the pain seemed to locate in the right iliac fossa, and 
his appendix was removed. It was swollen and con- 
gested. The tissues around it were edematous, par- 
ticularly around the mesentery of the cecum and 
ascending colon. A drainage tube was inserted. The 
appendix contained some pus. Five days after this 
operation duodenal and stomach contents appeared 
through the drainage tube. There was but little pain 
or muscle spasm in the epigastric region. On Novem- 
ber 6 an incision was made through the inner portion 
of the upper right rectus muscle. The duodenum an- 
teriorly was slightly adherent and showed a few lymph 
flakes, but in the posterior wall there was marked 
infiltration. The pylorus was occluded with a kangaroo 
tendon and a posterior gastroenterostomy was done.> 
The patient died on November the ninth. Post mortem 
examination showed the right kidney floating in foul 
liquid containing duodenal and stomach contents. There 
was a large ulcer in the posterior duodenal wall, which 
had perforated retroperitoneally. The duodenal con- 
tents had gravitated around the kidney and in the 
region of the appendix. The symptoms were at first 
of kidney colic, and later were the symptoms ordinarily 
found in appendicitis. 


The symptoms of kidney colic and the symp- 
toms of appendicitis can, therefore, be caused 
by the perforation of a posterior duodenal ulcer. 

It is, however, the mimicry of the two con- 
spicuous symptoms of peptic ulcer, hunger pain 
and hemorrhage, that chiefly concerns us, and in 
order to comprehend the mimicry we must con- 
sider the cause of these symptoms in ulcer. 

Hunger Pains. Hunger pain in peptic ulcer, 
particularly in duodenal ulcer, has excited much 
interest. The work of Cannon and Washburn 
in 1912 first established definitely that hunger 
pains in a normal stomach were due to contrac- 
tion of the gastric muscles. This was ascer- 
tained by placing an inflated balloon in the 
stomach and connecting it-by a tube with an- 
other balloon emersed in water from which trac- 
ings were made on a kymographic drum. The 
patient indicated when the pains occurred, and 
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they coincided with the contraction on the bal- 
loon in the stomach. Carlson and his associates 
have elaborated this work and confirmed the 
original findings of Cannon and Washburn. 

The so-called pangs of hunger accompanying 
a contraction of the stomach show alternating 
periods of quiet and activity. In investigating 
the pain of peptic ulcer it was assumed that it 
was probably an exaggeration of the hunger 
pains which might occur in a normal stomach. 
There is extensive literature on this subject, 
much of it contradictory. A. J. Carlson, H. 
Ginsburg, W. W. Hamburger and others believe 
that the pain in duodenal ulcer is due to con- 
traction of the gastric muscles, though the con- 
tractions are not usually as deep or powerful in 
patients with ulcer as in the hunger pains in a 
normal stomach. B. B. Crohn and A. O. Wil- 
ensky, W. L. Palmer and others found that there 
was no particular gastric contraction in about 
one-fifth of their patients with peptic ulcer. 
Reynolds and McClure also found that there 
was nothing unusual in the gastric and duodenal 
peristalsis in many of their patients with peptic 
ulcers. C. W. McClure thinks that as motor 
abnormalities accompanied pain, and also oc- 
curred without pain, both may be due to some 
common cause. He regards the subject as still 
indefinite. 

It has been shown that when there is unusual 
contraction of the pyloric portion of the stom- 
ach, frequently the duodenum also contracts ab- 
normally. Hunger pains apparently are timed 
more accurately with contraction of the duode- 
num or jejunum than with contraction of the 
stomach, and the tone of the duodenum often 
rises and falls in coordination with the stomach. 
Distention of the duodenum is thought by C. M. 
Jones, of Boston, and others, to cause hunger 
pains. 

An interesting observation by Payne and 
Poulton showed that apparently there are hunger 
contractions in the esophagus, and this suggests 
the possibility that at least some of the pain in 
peptic ulcer is caused by spasm of the esophagus. 

The theory of production of pain by excessive 
acid in the gastric juice has also stimulated much 
discussion. A few investigators have been able 
to increase the discomfort of patients who had 
an active ulcer by introducing dilute hydrochloric 
acid into the stomach through a tube. Others 
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have found that the introduction of acid in these 
patients merely produced a mild burning sensa- 
tion but not the typical so-called hunger pains 
(Alvarez). It has been noted, too, that patients 
with low hydrochloric acid content or even with- 
out free acid in the gastric juice have been sub- 
ject to typical hunger pains. 

An important factor has been emphasized by 
Palmer, who has shown that much depends upon 
the irritability of the ulcer. Thus, if the duo- 
denal and gastric mucosa is normal, the inges- 
tion of 100 to 200 c. c. of 0.5 per cent. hydro- 
chloric acid causes no symptoms, while symp- 
toms are produced if the ulcer is active, the 
administration of acid often bringing on a typi- 
cal attack of pain which is relieved by the usual 
methods of administration of soda or washing 
out the stomach. However, in all cases of active 
ulcer this does not occur, so causation of hunger 
pain by increased acid does not hold for every 
ease. Ivy has shown that, while normal mucous 
membrane of the bowel is insensitive to ordinary 
traumas such as clamping or cutting, when it 
becomes congested and edematous pinching or 
cutting causes pain and sometimes vomiting. He 
believes that the intermittent pain of ulcer is due 
to changes in tone of the muscles at the site of 
the ulcer, and is produced by local spasm, while 
continuous pain is due to congestion or swelling 
around the ulcer from the inflammation. 

The important point in these observations 
seems to be a lowering of the threshold for the 
stimuli of pain in the nerve endings of the 
stomach and duodenum. This increased sensi- 
tiveness of the sensory nerves is, of course, a 
common occurrence where the sensory nerves are 
more abundant, as in the skin. Inflammation in 
the skin of the hand, for example, will cause 
even a slight pressure to give pain. So in the 
stomach or duodenum the inflammation around 
the ulcer appears to lower the threshold for the 
stimulation of the sensory nerves; consequently, 
normal peristalsis without markedly accentuating 
the local spasm around the ulcer will be pain- 
ful. In some cases of peptic ulcer acid may not 
only increase the sensitiveness of the gastric or 
duodenal sensory nerves which normally are not 
exposed to acid because they end in the muscular 
or submucous coats, but may in this condition 
actually cause pain. If, however, the threshold 
for painful stimuli is about normal, the spasm 
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and the excessive acid are without painful effect. 

It is commonly known that many external le- 
sions follow this general course. The sensitive- 
ness of a callous or corn may vary even though 
the corn itself remains apparently unchanged. It 
is known, too, that there are occasional cases in 
which the gastric mucosa is intact and yet so- 
called hunger pains supposed to be typical of 
peptic ulcer oceur and are relieved by soda or by 
emptying the stomach. 

In pylorospasm, which, as Hughson has shown, 
may be caused by irritation anywhere within 
the peritoneal cavity, there doubtless follows a 
congestion. If the pylorospasm is excessive and 
prolonged there may be a hypertrophy of the 
involved muscle. Hyperemia accompanies in- 
creased muscular activity. The hyperemia may 
accentuate the sensitiveness of the gastric and 
duodenal nerves even though the mucosa is in- 
tact, and the same mechanics of hunger pains 
would thus oceur from pylorospasm as from ul- 
cer. This seems to be the best explanation of 
the mimicry of hunger pains by extragastric 
lesions. 

Doubtless the tug of a duodenum on an ad- 
herent gall-bladder causes irritation of the duo- 
denum and pain by the pull on the gall-bladder, 
which in its turn may also produce pylorospasm. 
The duodenum has a rather limited range of 
motion and any interference with this range is 
more likely to be resented and to produce symp- 
toms than where the range of motion is free and 
meets with but little impediment. In the trans- 
verse colon or in the jejunum and ileum adhe- 
sions that do not produce obstruction usually 
give no symptoms, but adhesions about the py- 
lorus or duodenum or about the ileo-colic sphinc- 
ter, where motion though essential is more lim- 
ited, will often give discomfort or pain. In the 
same manner adhesions about the heart where 
the motion is essential but limited may produce 
marked symptoms. 

Hunger Pains from Extra-Gastric Causes. Dr. 
W. H. Higgins, of the Medical Department of 
St. Elizabeth’s Hospital, Richmond, Virginia, in 
an excellent paper on hunger pains, reviews 162 
consecutive abdominal operations at St. Eliza- 
beth’s Hospital in which there seemed to be some 
symptoms of disturbed digestion. His analysis 
is as follows: 


In order to determine the relative frequency of this 
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symptom [of hunger paid or food relief] in the more 
common abdominal diseases, an analysis of 162 clinical 
histories has been completed. This record comprises 
all patients with peptic ulcer, chronic cholecystitis and 
chronic appendicitis operated on at St. Elizabeth’s 
Hospital over a given period. For obvious reasons, 
it does not include any patients with this diagnosis 
in whom the condition was accidentally found during 
a laparotomy for other pathologic changes. 

This series consists of thirty-three cases of chronic 
cholecystitis, forty-seven of chronic appendicitis, thirty- 
four of a combined chronic cholecystitis and appendi- 
citis, and forty-six of peptic ulcer. In the clinical 
questionnaire used at this hospital, the specific inquiry 
concerning food relief is made and the reply of every 
patient is recorded. The character of pain complained 
of varied as widely as that usually found in a corre- 
sponding number of patients suffering from uncompli- 
cated duodenal or gastric ulcers. In every instance 
a minute postoperative note has been made stating in 
detail the extent of the pathologic changes present as 
well as a notation on the condition of the other abdom- 
inal organs. 

In the first group there were thirty-three cases of 
chronic cholecystitis. Of these, five, or 15.4 per cent., 
gave a definite history of food relief. 

In the second group there were forty-seven cases of 
chronic appendicitis. Of these, seven, or 17.5 per cent., 
showed food relief. 

In the third group there were thirty-four cases of 
combined chronic cholecystitis and chronic appendicitis. 
Three, or 8.6 per cent., gave a history of food relief. 

In the fourth group there were forty-six cases of 
peptic ulcer. Of these, twenty-one . . gave a his- 
tory of food relief. 

The interesting feature of this summary is the rela- 
tive frequency of hunger pains in gall-bladder, appen- 
dical and duodenal infections. Relief of pain by inges- 
tion of food has been generally recognized as a 
cardinal symptom of duodenal ulcer, and has served 
as one of the most important differential points in the 
diagnosis of this condition. It is rather remarkable 
that slightly less than one-half of the ulcer cases 
in our series gave this history. We may assume from 
this low percentage that a duodenal lesion alone is not 
the sole provocative factor, and it becomes more appar- 
ent when we find the same symptoms in from 8 to 17 
per cent. of our chronic gall-bladder and appendical 
cases. 

The age of the patient, duration of the illness, per- 
centage of hydrochloric acid or roentgenologic studies 
apparently bore no relation to the incidence of this 
complaint. 


It is obvious that the symptom of hunger pain 
is not solely due to peptic ulcer, and that peptic 
ulcer does not always cause hunger pains. In 
this series, 45.6 per cent. of our cases of peptic 
ulcer had hunger pains, while this symptom was 
present in 15.4 per cent. of patients with chol- 
ecystitis and in 17.5 per cent. of cases with 
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appendicitis. There was also a marked differ- 
ence in cases with adhesions and without adhe- 
sions. Of the cases of cholecystitis with adhe- 
sions 22.7 per cent. had hunger pains, and all 
of the cases of cholecystitis with a history of 
hunger pains had adhesions. Adhesions appar- 
ently predispose to hunger pains in cholecystitis. 

Gastro-Intestinal Hemorrhage Not Due to Pep- 
tic Ulcer. The mimicry of the symptoms of 
hemorrhage from a gastric or duodenal ulcer is 
not infrequent. When blood appears in the 
stomach or gastro-intestinal tract, there are many 
sources from which it may come. There may be 
toxic erosions, as occur after burns. Rosenow 
has shown that injections of certain strains of 
streptococci often cause erosions or ulcerations 
of the duodenal mucosa of the rabbit. Certain 
chemicals or irritating foods may produce gas- 
tric or duodenal erosions. The congestion of 
the gastric veins from enlargement of the spleen 
or from hepatic cirrhosis and the large varicose 
veins around the cardiac portion of the stomach 
and the terminal esophagus are frequent sources 
of hemorrhage. 

An unusual case of hemorrhage occurred in a pa- 
tient of mine (Mrs. K. W.) who gave a history of 
blood in the stools at intervals for several years before 
admission to the hospital. She became extremely weak, 
and vomited a great deal, though she did not vomit 
blood. She had been given a blood transfusion, and 
placed on a milk diet, but without benefit. Physical 
examination was essentially negative, and gastro-intes- 
tinal roentgenologic studies were negative. Laboratory 
examination showed an extreme degree of secondary 
anemia and a low leukocyte count. A tentative diag- 
nosis was made of duodenal ulcer. At operation, Feb- 
ruary 20, 1928, the stomach and duodenum were nor- 
mal. At the hepatic flexure of the transverse colon 
was a flat mass. which was also attached to the 
jejunum. It was extremely vascular. A part of the 
jejunum and a part of the transverse colon were 
resected, and the patient made a satisfactory recovery. 
The tumor was a vascular, degenerating neuro-fibroma, 
arising from the transverse mesocolon. The growth 
had invaded the upper jejunum at one small point, 
which was the source of the hemorrhage. 

Other Symptoms of “Indigestion.” The other 
symptoms commonly associated with peptic ulcer 
are less conspicuous. They consist chiefly of 


gaseous eructations, nausea with occasional vom- 
iting, and so-called waterbrash or heartburn. 
These are probably from an upset of the motor 
mechanism of the stomach and intestines, which 
is really the cause of the great majority of all 
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gastric symptoms. Alvarez, Klein and others 
have shown that most of the gastric and intes: 
tinal peristalsis is due to what Alvarez terms a 
gradient movement. The stimulus for peristalsis 
of the stomach arises from the lesset curvature. 
The rate of contraction at the point of origin of 
peristalsis in the lesser curvature near the eso- 
phagus is distinctly faster than on the greater 
curvature about the pylorus. Similarly, it is 
greater in the upper jejunum, being 20 per min- 
ute, than in the lower ileum, where it is about 11 
per minute. Things that tend to upset this 
mechanism, such as irritation where the rate of 
contraction is normally low, or depression where 
it is normally high, may interfere with peristal- 
sis to such an extent as actually to reverse the 
peristaltic current. 

Reversed ripples of peristalsis appear to coin- 
cide with nausea and, if marked, vomiting may 
occur. If there is irritation about the pylorus 
the reversed gastric peristalsis may cause regur- 
gitation into the esophagus of the gastric con- 
tents and produce symptoms of waterbrash and 
heartburn. This does not necessarily mean that 
there is an excess of hydrochloric acid in the gas- 
tric juice, but merely that it is present in a 
region physiologically unaccustomed to the acid. 
It has been shown that in patients who suffer 
from heartburn or waterbrash a small sponge 
introduced into the esophagus and left for a few 
minutes will, when withdrawn, often show an 
acid reaction, whereas normally the reaction in 
this region should be alkaline. 

These symptoms of regurgitation, eructation, 
heartburn and nausea may be produced by the 
irritation from a gastric or duodenal lesion such 
as a peptic ulcer at the pyloric end of the stom- 
ach or in the duodenum, or they may arise from 
extra-gastric causes which induce pylorospasm. 
They may also be due to toxic materials such as 
products from acute infectious diseases, which 
tend to weaken the more rapidly contracting sen- 
sitive muscles of the upper portion of the stom- 
ach and duodenum, while the more hardy muscle 
which contracts slowly is but slightly, if at all, 
affected. 

Pylorospasm. The work of Walter Hughson 
on pylorospasm is interesting. In his experi- 
ments on dogs he has shown that there is a 
tendency to pyloric spasm following an injury 
to the peritoneum. It is a reflex spasm and the 
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paths of the reflex arc are through the vagus 
nerve. After inducing the spasm and delayed 
emptying of the stomach in dogs by creating a 
lesion in the cecum, he has then caused normal 
emptying in these animals by resecting the vagus 
nerve, and finds that removing the branches of 
the vagus about the middle of the stomach has 
the same effect as when the nerve is severed im- 
mediately on entering the stomach. Not infre- 
quently, according to Hughson, an intensely ir- 
ritable stomach without a gastric lesion may be 
relieved by section of the gastric branches of 
the vagus. In several patients with marked gas- 
tric symptoms I have done this after removing 
the apparent cause of irritation, as a diseased 
gall-bladder or appendix, and in most of them 
there has been relief. 

As Hughson has 7 vinted out, pylorospasm may 
be induced by a lesion anywhere in the peri- 
toneal cavity. Probably the most common source 
for such a reflex is the appendix. While many 
appendices doubtless have been removed without 
benefit, there still remains a definite though 
small percentage of patients in whom hunger 
pains and gastric distress form the chief clinical 
symptoms of appendicitis. The following case 
illustrates this condition: 


Mr. C. B. J., single, aged 28 years, had “stomach 
trouble’ which began about ten years ago. At first 
the symptoms were loss of appetite and dull epigastric 
pain with no particular relation to meals. There was 
decrease in weight. He was given an ulcer diet, with 
some relief for about a year. Then the epigastric pain 
became more pronounced, began when the stomach was 
empty and was usually somewhat relieved by food 
and alkalies. There was occasional nausea, and a con- 
siderable amount of gas. There had been at times 
slight tenderness in the region of the appendix. The 
laboratory examinations were negative except for low 
free hydrochloric acid in the gastric juice, and low 
total acidity. Roentgenologic examination showed what 
appeared to be a pylorospasm with a possibility of 
duodenal ulcer, and definite disease of the appendix. 
At operation, February 4, 1929, there was no evidence 
of an ulcer, or of a healed ulcer, either in the duo- 
denum or in the stomach. There was marked pyloro- 
spasm, and most of the branches of the gastric vagus 
nerve were resected. There was a definite chronic 
appendicitis, and the appendix was removed. The pa- 
tient made a satisfactory recovery, and when last heard 
from, three months after the operation, he was symp- 
tom-free. 


According to Alvarez, there is a reflex connec- 
tion between the emptying of the lower ileum 
and the relaxation of the pyloric sphincter. He 
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says, “Just as an emptying of the stomach tends 
to produce an emptying of the lower ileum into 
the cecum, so it appears that an early emptying 
of the ileum may favor an early emptying of the 
stomach and a slow emptying of the ileum may 
slow the emptying of the stomach. Considerable 
experimental work has been done on this subject 
by Hedblom and Cannon and later by White. 
They found that in cats they could slow the 
progress of food through the stomach and small 
intestines if they irritated the cecum sufficiently 
with croton oil. Mild degrees of irritation pro- 
duce no effect on the emptying of the stomach. 
Similarly in man much depends on the degree 
of irritation produced by the lesion, upon the 
stage in which we find the disease and upon the 
original stability of the gradient in a particular 
individual.” 

The following two cases, from many of this 
kind that I have had, illustrate the relation be- 
tween gastric symptoms and extra-gastric le- 
sions: feng 

Mr. M. E. L., aged 25 years, gave a history of “gas 
on the stomach,” dull pain and burning in the epigas- 
trium at intervals, particularly evident about an hour 
or two after eating. There was no nausea or vomit- 
ing. The symptoms had been present about eighteen 
months. He had lost 25 pounds in weight during the 
past year. There was for a time some improvement 
on diet, but the symptoms returned and were more 
severe than ever. Physical examination showed the 
patient considerably underweight, but the examination 
was otherwise practically negative. Laboratory exami- 
nation showed moderate secondary anemia, and was 
otherwise negative. Roentgenologic examination showed 
marked hyperperistalsis of the stomach and a defect 
near the junction of the first and second parts of the 
duodenum suggestive cf ulcer. A diagnosis was made 
of duodenal ulcer and secondary anemia. At operation 
on August 11, 1928, the stomach and first portion of 
the duodenum showed no lesion. About three inches 
fromthe pylorus there was a sharp adhesion to the 
gallbladder which pulled the duodenum upward. The 
gall-bladder and appendix were removed. Both gall- 
bladder and appendix showed chronic inflammatory 
changes. 

Mr. L. R. G., aged 23 years, was admitted to the 
hospital as an emergency case with a history of rather 
sharp pain in the epigastrium beginning six hours 
before admission. The pain radiated slightly to the 
right lower quadrant. He was nauseated. There was 
a history of “indigestion” for a number of years with 
hunger pains and occasional nausea. He was thought 
to have peptic ulcer. Physical examination on admis- 
sion showed the lower right rectus muscle spastic. 
There was tenderness just to the right and below the 
umbilicus. The leukocyte count was 10,000, with 90 








96 ILLINOIS MEDICAL JOURNAL 


per cent. polymorphonuclears. At operation, April 6, 
1929, there was a hernia of the ileum under a con- 
genital band which was the mesentery to a rather large 
Meckel’s diverticulum. The appendix was acutely in- 
flamed. No evidence of peptic ulcer could be found. 


CONCLUSION 


The symptoms of peptic ulcer are often simu- 
lated by other lesions, and occasionally the mimi- 
cry may be very confusing. The cardinal symp- 
toms, hunger pain and hemorrhage, are, how- 
ever, usually associated with other evidence that 
may lead to a correct diagnosis. In the atypical 
cases of peptic ulcer in which both hunger pain 
and hemorrhage are absent, and in cases simu- 
lating peptic ulcer, the diagnosis may be ex- 
tremely perplexing and will require the com- 
bination of a careful clinical observation, a 
thorough laboratory study, and a competent 
roentgenologic examination, in order to deter- 


mine the facts. 
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THE PHYSICIAN AND LITERATURE* 


Irvine 8S. Currer, M. D. 
Dean, Northwestern University Medical School 


CHICAGO 


The practice of the healing art, day in and 
day out, is arduous in the extreme—monotonous, 
deadening to some, a routine to others, to still 
others a task enlivened with intense interest— 
each case presenting a new and different prob- 
lem. To the man who has much within, inter- 
est in patients never flags, and it is only to the 
man who is ceasing or has ceased to be a student 
that routine practice becomes a drudgery and 
patients are visualized only as one unhapy indi- 
vidual after another. I have no panacea—no cure- 
all—but only a suggestion which may take the 
professional man a bit out of his routine, stimu- 
late anew the student spirit, and illuminate his 
daily tasks with a new and clearer understanding. 

Osler early saw the importance in his own 
career of going thoroughly into the history of 
disease, and everyone knows how Osler, through 
his enthusiasm for historical study, not only 
maintained a youthful outlook upon medicine, 
but became an outstanding, international ex- 
ponent of the historicai approach to the study 
of disease. To him historical medical studies 
furnished mental relaxation and real fun. No 
one can read his delightful essays under the 
title “The Alabama Student” without a full sense 
of the real pleasure which the author must have 
had in their composition. 

Take for example his essay on Thomas Dover, 
he of the powder Pulvis Opii et Ipecacuanhae 
fame, whom Osler calls “Physician and Buc- 
caneer.” Reading this fascinating sketch of 
Thomas Dover, one obtains a clear picture of 
practice of the time and a fairly essential history 
of one of the last of the privateering expeditions 
against the Spanish Main. Dover, whose 
book, “The Ancient Physician’s Legacy,” went 
through seven or more editions, tells that he 
resided with Sydenham as resident pupil. The 
buceaneering expedition referred to became fam- 
ous not only for treasure taken and towns 
sacked, but for the return of Alexander Selkirk 
from the island of Juan Fernandez and the sub- 


sequent narrative, Defoe’s “Robinson Crusoe.” 


¥ Address at testimonial dinner given Dr. Lucius H. Zeuch, 
editor of Volume I, History of Medical Practice in Illinois. 
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One reading Osler’s essay feels impelled to renew 
acquaintance with Defoe—perhaps even to ob- 
tain his book on “Black Magic” and link up 
Dover, Crusoe and Defoe and the. superstitions 
that are so well set forth by Defoe in his illum- 
inating descriptions of the practice of the “Black 
Art.” 

We must also recall Defoe’s “Journal of the 
Plague Year.” It was published shortly after 
Robinson Crusoe and of the many books on the 
Great Plague of London it is the only one that 
has survived. Defoe was essentially a journalist, 
though dubbed the father of the English novel. 
Gathering his facts from contemporary sources 
of the plague year, 1665, he wrote of them as 
though he were present, publishing his “Jour- 
nal” in 1722. Of his “Robinson Crusoe” it is 
said that the discovery of the print of a man’s 
naked foot in the sand is the greatest bit of 
realism in all fiction. Perhaps some day we will 
stumble across Defoe’s grave in the Bunhill 
Fields Burying Ground and there read his epi- 
taph in a stone erected by the subscriptions of 
the school children of England—and we have 
forged a link with Defoe just because Dr. Osler 
called our attention to an old 17th century buc- 
caneer-physician, Thomas Dover. 

Turn a few pages in Osler’s “Alabama Stu- 
dent” and read his incomparable essay on “A 
Backwood Physiologist,” William Beaumont. 
Here are portrayed scenes and shrines sacred to 
every follower of the Healing Art, particularly 
to those of us of the lake region where William 
Beaumont spent so many years of his life at 
frontier military posts—Michilimacinac, Green 
Bay, Michigan, Fort Crawford on the Missis- 
sippi two miles above the mouth of the Wiscon- 
sin River, and Jefferson Barracks, St. Louis. At 
these posts there was stationed at various periods 
the studious young army surgeon who improved 
an opportunity to make what at that time proved 
to be the outstanding advance in gastric phy- 
siology. Osler tells the tale entrancingly and 
his excerpts from Beaumont’s published report 
are well worth reading. One of my choicest pos- 
sessions is a copy of the original 1833 Platts- 
burgh edition of Beaumont’s “Experiments” in 
the original board binding and with the paper 
label still adhering to the back. Suffice it to say 
that Beaumont’s work which lives with the read- 


ug of Osler’s essay, directed more attention to 
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American medicine than all of the clinical ob- 
servations and vigorous polemics of Benjamin 
Rush and his contemporaries. 

Find, if you can, a copy of the New England 
Quarterly Journal of Medicine and Surgery of 
1843, or a later republication of the essay in 
“Currents and Counter-Currents,’ and _ read 
therein the forceful logic of Oliver Wendell 
Holmes pleading the cause of the poisoned women 
against the ignorance of midwives and practi- 
tioners of the obstetric art. Long before the 
dawn of bacteriology and the clinching of the 
doctrine of infection, Holmes, by consulting the 
records of observers who had preceded him, with 
his own experiences and those of his friends and 
colleagues, set forth the cause of the expectant 
mother with a clarion note. When Holmes was 
asked later in life whether he would rather 
have written his essay on puerperal fever or the 
“Chambered Nautilus,” he replied that while the 
“Chambered Nautilus” was a favorite poem of 
his, he would rather be known to posterity as the 
man who had fought the cause of the poisoned 
women. 

If indeed your interest has been aroused by 
this forceful essay, and if you care to follow the 
matter further, secure from almost any medical 
library a copy of the report of the Dublin Lying- 
In Hospital under the mastership of Robert Col- 
lins and you will read there of the delivery of 
over ten thousand women by the use of modern 
cleanliness, the “stoving” of mattresses and bed 
linen, the sterilizing of the wards and ward 
utensils with chlorinated soda, and this without 
a single death from puerperal fever, and it all 
happened twenty years before Semmelweis in the 
Vienna-Frauen Clinic advocated the riddance of 
chlorinated 


cadaveric infection by means of 


water. 
If your interest has not as yet been in the 


slightest degree aroused and if you have a poeti- 
cal bent, read Osler’s essay on John Keats, the 
apothecary poet, and you will read the story of 
the English lad of humble parentage who became 


the singer of songs in verse, the choicest that 


England has ever produced. John Keats at fifteen 


was indentured as a surgeon’s apprentice, which 


career he pursued for four years, later becoming 
a student at Guy’s and St. Thomas’ hospitals 
and all the while, as it was said, wasting his time 


writing poetry. While employed in the apothe- 
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cary of one of the leading English hospitals, he 
published his first small volume of poems, So 


immediate was the success of this tiny volume 
that a year later another appeared. Who will 
begrudge the loss to surgery and to the apothe- 
eary shop of John Keats since the world is so 
richly the gainer by his literary outpourings. Mr. 
A. Edward Newton tells in his “A Magnificent 
Farce” of a visit to Amy Lowell. 

“Here are several sonnets of Keats and the 


original manuscript of “The Eve of St. Agnes”, 


Miss Lowell will say, placing them in your hands, 
and you will feel a gentle thrill as you turn the 
soft pages, remembering that you are gazing 
upon immortal poetry.” 

Jf your interest in Keats is not thoroughly 
assuaged, read Amy Lowell’s two volumes on John 
Keats for the truest appreciation of this young 
English lad who too soon succumbed to tuber- 
culosis. Perhaps from John Keats we may ex- 
tend our interest to his friend Shelley and thus 
have an acquaintance with the two outstanding 
poetical geniuses of the early 19th century. 

Some years ago, in a copy of the Strand Maga- 
zine, 1 saw a statement by Dr. Conan Doyle 
(now Sir Conan Doyle) to the effect that the 
original of his “Sherlock Holmes” was his old 
professor of medicine at Edinburgh, Dr. Joseph 
Bell. He says: 

“{ was a clerk in Dr, Bell’s ward. A clerk’s 
duties are to note down all the patients to be 
seen and muster them together. When every- 
thing was ready I would show them in to Dr. 
Bell, who would have the students gathered 
around him. His intuitive powers were simply 
marvelous. Case No. 1 would step up. ‘I see,’ 
said Dr. Bell, ‘you are suffering from drink, you 
even carry a flask in the inside pocket of your 
coat.’ Another case would come forward. ‘You 
are a cobbler, I see.? Then Dr. Bell would turn 
to the students and point to them that the inside 
of the knee of the man’s trouser was worn where 
the man had rested the cobbler’s lapstone. All 
this impressed me very much. He was continu- 
ally before me, his sharp, piercing, grey eyes, 
eagle nose and striking features. He would sit 
in his chair with his fingers together and just 
look at the patient before him.” 

On reading the above I was tremendously in- 
terested in learning more of Dr. Joseph Bell and 
curiously enough, ran onto a sketch of the “Life 
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of Joseph Bell,” published in Edinburgh in 1913. 
Dr. Joseph Bell descended from a long line of 


physicians. His great grandfather was Benja- 
min Bell, who wrote rather widely on vaccina- 
tion. His grandfather was Dr. Joseph Bell, a 
distinguished anatomist, and his father, Dr. Ben- 
jamin Bell, was one of the ablest physicians of 
Edinburgh of his time. It appears from the 
short biography, that Dr. Joseph Bell was not 
particularly proud of the reputation he had ac- 
quired as the original of Sherlock Holmes. That 
his teaching gave birth to Conan Doyle’s charac- 
ter there can be no doubt. In one of his essays 
Dr. Joseph Bell says: 

“The recognition of disease depends in great 
measure on the rapid appreciation of small points 
in which the disease differs over the healthy state. 
In fact, the student must be taught first to ob- 
serve carefully. To interest him in this kind of 
work, [ found it useful to show the student how 
much a trained use of the observation could dis- 
cover in ordinary matters such as the previous 
history, nationality and occupation of the pa- 
tient. Nearly every experience writes its sign. 
The scars of the miner differ from those of the 
The carpenter’s callouses are not 
those of the mason. The shoemaker and the 
tailor are quite different. The soldier and the 
sailor differ in gait, though last month I had 
to tell a man who said he was a soldier that he 
had been a sailor in his boyhood. 

“J regarded Conan Doyle as one of the best 
students I ever had. He would never tire of 
trying to discover those little details which one 
looks for. I recall that he was much interested 
in a patient who walked in and sat down. ‘Good 
morning, Pat, I said, for it was impossible to 
overlook the fact that he was an Irishman. ‘Did 
you like your walk over the links as you came 
in from the south of town?’ I asked. ‘Yes,’ said 
Pat, ‘did your honor see me?’ Conan Doyle was 
tremendously puzzled, and after himself interro- 
gating the patient at considerable length, wanted 
to know how I had made the observation. On a 
showery day such as that had been, reddish clay 
on the bare parts of the links adheres to the 
boot and there is no such clay anywhere else 
around the town for miles. That aud other simi- 
lar instances set Conan Doyle experimenting him- 
self in the same direction, which, of course, was 


just what 1 wanted.” 


quarryman. 
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After I had traced the clue as to the original 


of Sherlock Holmes to Dr. Joseph Bell, I read 


with even greater appreciation and certainly bet- 
ter understanding, those marvelous exploits of 
Doyle’s fictitious character which, after all, in 
the Aght of analysis, do not appear quite so 
impossible, 

Which of us has not read “Rab and His 
Friends”? So before leaving Edinburgh, let me 
suggest that we make a short persusal of a biogra- 
phy of Dr. John Brown, written by Dr. Alexan- 
ler Peddie. Once more Syme, the great surgeon, 
lives beside us through the pen of Dr. John 
Brown. ‘hackeray, a close friend of Brown, ap- 
pears a bit more real and tangible and even 
Ruskin and William Ewart Gladstone have added 
touches which we have not found elsewhere. If 
perhaps interested in Brown, we might read his 
delightful essays on Locke and Sydenham, 
enjoy his spirit of droll humor, his love of dogs, 
his delightful literary style, his appreciation of 
art, and withal, the sympathetic care that he gave 
his patients and the love and devotion which they 
returned to him. One cannot read the life of 
John Brown without resolving to mean more as 
a friend to each and everyone who seeks pro- 
fessional help. 

One would like, did time permit, to describe 
that choice spirit, who inspired Osler so tre- 
mendously, Sir Thomas Brown. We are all 
no doubt familiar with his “Religio Medici,” that 
rare volume of the very finest English prose. 
Thomas Brown, his medical practice and ideals, 
his literary and scientific writings, will make for 
a most fascinating study for one so inclined—a 
study that will ramify into the history of the 
time of Charles the Second. 

Again one could take up the physiologists or the 
anatomists, with scores of hallowed names and 
distinguished careers—Vesalius, Harvey, Wins- 
low, Spigelius, Glisson, Servetus, the Hunters 
and scores of others. Or one could turn to the 
great clinical observers, such as Graves and 
Parry, Corrigan, Stokes, Laennec, Auenbrugger 
and many others, and find in each that devotion 
to the ideals of science and practice that we of 
today but feebly emulate. 

The story of the discovery of anesthesia and 
its surgical applications constitutes a thrilling 
though a tragic chapter in the history of Ameri- 


can science, To know the parts played by Hor- 
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ace Wells, Crawford W. Long, Morton, Jackson 
and others will well repay the time spent in 
such a study. Pursue the study of the history 
of anesthesia to the laboratory assistant Hum- 
phrey Davey and his employer, that quaint and 
queer Dr. Yhomas Beddoes, and it will lead 
to the earliest years of the 19th century and 
to an acquaintance with Erasmus Darwin, Coler- 
idge, Wadsworth and scores of literary and scien- 
tific celebrities. 

Another poet-novelist-physician 
Smollett, whose poetic satires and distinctly ar- 
tistic portrayal of contemporary British charac- 


was ‘Yobias 


ter will be read as long as time endures. Dr. John 
Moore’s correspondence with Burns has retained 
for us more of real insight into the character of 
Burns than has come to us from almost any other 
source, and then we must not forget that it was 
Dr. James Currie of Liverpool who assumed the 
arduous task of writing Burns’ biography. Cur- 
rie, it will be recalled, was the first to advocate 
stoutly the use of cold water in fevers. Our 
own S. Weir Mitchell we must not fail to men- 
tion. A true student of the history of medicine 
—a follower of Charaka—he has given to Ameri- 
can literature essays, poems and novels of endur- 
ing character, all of which will well repay 
thorough reading; a scholarly man who in a 
busy professional life found time to write a group 
of historical novels. His “Fat and Blood” will be 
read by present day students of medicine as a 
medical classic. 

It would be as unbecoming as ungrateful to fail 
to mention the editors of our medical journals. 
Theirs is generally a thankless task and so we 
would recall with gratitude the work of such 
pioneer editors as Dr. John Redman Coxe, Dr. 
B. S. Barton and Dr. Minis Hays of Philadel- 
phia; Daniel Drake and John D. Goodman of 
Cincinnati; Charles W. Short and John E. Cooke 
of Lexington, Kentucky; Samuel L. Mitchell, 
Elihu H. Smith and Edward Miller of New York; 
and without unduly extending the list, John 
Evans and Nathan S. Davis of Chicago. Medi- 
cal journalism has proven a potent factor in 
moulding physicians into a thinking, progressive 
profession. Witness the powerful position occu- 
pied by the Journal of the American Medical 
Association, and the growth in influence and 


prestige of the several state journals, many of 
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which take high rank as true exponents of scien- 
tifie medicine. 

The greatest tribute that can be paid to the 
pioneers, the masters of medicine, is to record 
for all time their personalities, their struggles 
and their achievements. To accomplish such a 
task requires the rare gift of historical research, 
indefatigable energy and patience beyond the 
scope of most men. The “History of Medical 
Practice in Illinois’ has been written and the 
profession of medicine is under everlasting obli- 
vation to those who conceived the project, but 
most of all to the genius, the spirit of enthus- 
iasm, the willingness to sacrifice, and the rare 
judgment of the author, Dr. Lucius Zeuch. The 
result is history, not a compilation. Dr. Zeuch 
approached the task from the standpoint of the 
true historian, searching for and finding invalu- 
able source material which but for his efforts 
To the gift of 
historical narrative Dr. Zeuch added a research 
instinct rarely shown, and the result is a truly 
imperishable record of medicine in _ Illinois, 
contributing largely to an understanding of the 
spirit of the pioneer and the social and economic 


would have been forever lost. 


forces engaged in planting a new civilization in 
Dr. Zeuch has ac- 
complished at great personal sacrifice a monu- 
mental task; a noble contribution to his profes- 
sion, and to the memories of the vanguard of 
medical science. And so we would add the name 
of Lucius Zeuch to those rare and appreciative 
individuals, delvers in the musty records of the 
past; those men, like-minded, as Osler and 
Holmes and Weir Mitchell, who obtained a clear 
view of present needs and future possibilities 
through a study of the history of medicine. The 
profession of medicine is honored in Lucius 
Zeuch. 

And so as at the beginning, may we not agree 
that we all need that paradoxical thing, a relaxa- 
tion and a stimulus, a change, as it were, from 
that deadly rut-making routine. We need a bit 
of broadening too, for as DuBois-Reymond puts 
it: 

‘Where science reigns exclusively, the intellect 
becomes poor in ideas, the fancy in images, and 
the soul in sensibility, and the result is a narrow, 
hard and dry disposition, forsaken of the Muses 
and Graces, and not only so, but science leads 


the “Northwest” territory. 
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down by imperceptible gradations from the high- 
est efforts of human intellect to mere mechanical 
work that looks at nothing beyond gain.” 





FALLACIES OF THE STEINACH OPERA- 
TION —EXPERIENCES WITH THE 
LANTERNIZATION PROCEDURE 


Max THOoRER, M. D., 
Surgeon-in-Chief, the American Hospital of Chicago. 


CHICAGO 


Steinach claimed that by his vasoligature 
operation, with resection of the vas deferens, not 
only was there a restitution of sexual function 
in senile subjects and in others in whom the 
function was deficient, but there was a gen- 
eral physical and mental improvement which 
amounted to “rejuvenation.” These results, 
Steinach stated, were due to reactivation and 
hypertrophy of the interstitial cells of Leydig 
(puberty gland), which are the cellular elements 
directly concerned in the internal secretory func- 
tion of the testes. The increased secretion of the 
interstitial cells, Steinach maintained, stimulated 
and renewed general endocrine activity. 

Failure of the Steinach Operation. While at 
first a number of operators reported apparently 
favorable results following the operation, it must 
be admitted that time has not substantiated the 
claims made for the procedure. It has failed not 
because the internal secretion of the testicle fails 
to activate the metabolic or other factors which 
dominate virility and the physical and mental 
characteristics by which it is manifested, but be- 
cause this operation does not cause the hoped for 
reactivation. 

Steinach’s main claims—increase of inter- 


stitial tissue with corresponding increased secre- 


tion and atrophy of the seminiferous tubules— 
have been challenged by a number of observers. 
tossi’s' experiments showed that following the 
Steinach operation the basal spermatic cells per- 


sisted and after a while regenerated. Sperma- 


tozoa were still present for seven months after 
the operation and there was but a very slight in- 
crease in the interstitial cells. From Cunning- 
ham’s* experiments he concluded that it cannot 
be considered as proved that a ligation of the vas 
deferens produces rejuvenation by hypertrophy 


‘of the interstitial cells, because the evidence that 


ligation causes such hypertrophy is contradicted 
by his own findings and those of others. Further- 
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more, if degeneration of the seminal tubules 
lcads to or is accompanied by increase of the 
interstitial cells, and if this increase causes re- 
juvenation, then these effects should be produced 
by artificial cryptorchism. This author’s experi- 
ments, as well as those of Carl Moore, Wheelon,' 


Oslund® and others, showed that following vaso- 
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Fig. 1. Implantation of lanternized testes. (Author’s 


method. ) 


ligation (when the testis remains in the sciotum) 
there is no evidence of degeneration of the sem- 
inal tubules nor of any injurious effect on 
spermatogenesis, even after six months. Schinz 
and Slotopolsky® from a review of the subject 
and from their personal observations think that 
the results of Steinach’s operation are due tu 
resorption of destroyed seminal epithelium and 
not to increased functioning of the “puberty 
gland.” Weiss‘ thinks that the same results can 
be obtained with organotherapy. 

Regarding the clinical aspects, Stettner,® re- 
viewing the results of the operation up to 1927, 
finds that unfavorable effects were obtained by 
Levy-Lanz, Miihsam, Kiittner, Haubenreisser and 
Driiner. 

But a definite histologic proof is given by Ret- 
terer.® This investigator believes that the results 
obtained by Steinach and others, insofar that the 
seminal epithelial tissue disappeared and that 
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there was hypertrophy of the intersiminal con- 
nective tissue, were fallacious as based upon too 
short an interval after vasoligature. In Ret- 
terer’s OWN numerous experiments on dogs, hav- 
ing the vasa deferentia ligatured and resected 
following the Steinach technic and followed for 
two years after operation, he found that meta- 
bolic and nutrient exchanges were at first lowered 
in the testicle. Ultimately, the epithelial lining 
of the tubules thickens and persists and sperma- 
tozoa continue to form, although not biologically 
perfect. The epithelial tissue is ultimately 
transformed into reticulated connective tissue. 
‘ar from hypertrophying, the interseminiferous 
connective tissue shares in the slowing-up proc- 
ess of cellular elements and little by little takes 
These 
changes are proved by a number of histologic 
illustrations. Retterer is satisfied that vasoliga- 
ture or deferentectomy does not provoke hyper- 
trophy of the interseminiferous connective tissue 
(the interstitial tissue). 

These results of Retterer can only be inter- 
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Fig. 2. Using thermaucautery to lanternize testis. 
(Author’s method.) 


preted as meaning that Steinach’s operation is 
unphysiologic and opposed to the natural organic 
procedures. The operation will not renew the 
strength or stimulate gonadal secretion in an 
exhausted subject. The transient and doubtful 
clinical results reported by Knud Sand and 
others bear this out. Its only indication, as 
Schinz and Slotopolsky point out after a review 
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of the literature, is as a sterilizing operation for 
eugenic purposes. 

My personal observations in regard to the 
Steinach operation are in general accord with 
the foregoing. In 1924, in my book, “The 
Human Testis,”’’® I expressed the opinion that 
more clinical data from unbiased sources were 
necessary in order to arrive at a definite con- 
clusion in regard to the clinical value of the 
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Fig. 3. Lanternization with scissors. (Author’s 
method. ) 


operation. The available evidence at that time 
inclined to pessimism and time has only intensi- 
fied this view. The instances in which I clinic- 
ally tried this method were mostly failures. 

The main objections to the Steinach opera- 
tion may, therefore, be summarized thus: 

(a) That there is a useless sacrifice of the 
vas deferens and functional abolition (procrea- 
tive function) of the corresponding testis. 

(b) That by the spermostasis created sper- 
matoceles are likely to and often do develop. 

(c) That it is an unphysiologic operation 
inasmuch as the testicle, while still possessing 
some normal functioning, is turned into an un- 
physiologically functioning organ. 

(d) That it does not do what Steinach 
promised, since the interstitial tissue, instead of 
increasing, actually ultimately becomes fibrous 
and such endocrine potency as it possesses is 
lost. 

(e) That there is no proof that endocrine 
glandular secretions are stimulated. Rather, if 
it is admitted that the interstitial cells are the 
seat of stimulatory testicular endocrine activity 
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(and I believe that to be so), since these de- 
generate, their effect in maintaining virility and 
its concomitants is lost. 

(f) That the only proved clinical effect of 
the operation is sterilization. 

The testicular internal secretion and virility. 
There can be but little doubt, from the vast 
amount of experimental and clinical work that 
has been done on the subject by many investi- 
gators, that the internal secretion of the in- 
terstitial cells of the testicle is responsible for 
sex characteristics in the male and for those 
qualities that are comprised in the term virility. 


- Physiologically, when gonadal secretion is de- 


ficient or ceases in the normal course of senes- 
cence, those sex characters and qualities which 
depended upon it wither and disappear. As 
this has been observed well within the ordinary 
span of youth and middle age, when both con- 
ditions were fulfilled, the relation of cause and 
effect is evident; moreover, numerous experi- 
ments confirm the proposition. 

It would be superfluous to reiterate what the 
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Fig. 4. Author’s method of lanternization of patient’s 
own testis. 


experimental and clinical work of Voronoff, 
Steinach and others, as well as my own work, 
fully proved—that when testicular secretion is 
deficient or absent, testicular transplants can, 
for a greater or less time, function in the body 
and produce the same physiologic effects as if 
the real testicular secretion was preesnt. I was 
the first, I believe, to submit histologic proof 
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that such a transplant may become vescularized 
and that the interstitial connective tissue cells 
(Leydig cells) proliferated. 
Perusal of the literature leaves no doubt that 
the processes of normal senescence can in a meas- 
ure be inhibited or delayed by such a transplant, 
at least within physiologic limits and within the 
life of the implant; but the effects are more pro- 
nounced when senility is premature or in what is 














Fig. 5. Reposition of lanternized testis with tunical 
vaginalis, which is closed with catgut suture. (Au- 
thor’s method.) 


known as pre-senility. This also applies to acci- 
dental loss of the testes (trauma, pathology). 

Now while the transplant is the best and the 
only satisfactory method of restoring function 
when the testicle has entirely lost its endocrine 
functions, it should be and as a matter of fact 
is possible to arouse and stimulate secretional 
ability in a testicle which is merely degenerating 
but has not lost its functional power, that is to 
say, that the fibrous involution of the testicular 
tissue, both seminiferous and interstitial, may be 
delayed. 

It should be distinctly understood here that I 
am not speaking of “rejuvenation” but of re- 
activation and of retardation of the symptoms 
of decrepitude accompanying senescence. It is 
unfortunate that Steinach and others should 
have referred to reactivating procedures as “re- 
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juvenation.” The public press has made a joke 
of these methods, which are strictly scientifie 
surgery, and the public has not only been gulled 
by quacks but has been led to expect what was 
impossible to obtain and hence has discredited 
and hampered scientific medical progress. Both 
in my book already referred to and before the 
Society of Surgeons of Paris't and the Royal 
University in Rome as well as at the conference 
at Milan,’ I have taken every opportunity to 
discredit this term “rejuvenation,” as applied 
to surgical operations which have for their ob- 
ject prolonging physical and mental vigor at a 
time when they are physiologically slowing, and 
retarding the signs and symptoms of senility. 
The author's lanternizing testicular techme. 
Tn the course of my work on testicular trans- 
plants I developed the technic of what I termed 
“lanternization” or fenestration of the implant. 
This technic is fully described on pp. 405-6 of 
my book, “The Human Testis.” It is also illus- 
trated in the monograph, ‘“‘La funzione endocrina 























Fig. 6. Microphotograph of lanternized testis repos- 
ited in tunica vaginalis. Three months after operation. 


delle ghiandole sessuali,” published by the Insti- 
tuto Sieroterapica, Milan, 1925, containing an 
account of a conference including Gley, Voronoff . 
and others in which I had the honor to take 
part. Figures 1, 2 and 3 show clearly the extra- 
vaginal and endo-vaginal lanternization of a 
transplanted testicle. This consists, after free- 
ing the testicle from the tunica vaginalis, of 
snipping a number of small slits in the tunica 
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albuginea with scissors or else removing them 
with the cautery and has for its object a freer 
lymph and blood communication between the 
testis proper and its vascular envelope. The 
substance of the testis is, when the technic is 
carefully carried out, only slightly prolapsed 
through the slits or fenestrae. Figures 4 and 5 
depict my lanternization operation done on the 
patient’s own testicle. 

I am insisting on these particulars to claim 
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Fig. 7. Microphotograph of lanternized testis not 
reposited into tunica vaginalis. Same animal (macacus 
rhesus) three months after operation. 


my priority in this technic, since Steinach™ has 
published a practically similar procedure under 
the name of albugineotomy and quite recently 
an article by Lakatos't has appeared in the 
Wiener medizinische Wochenschrift describing a 
“new” plastic testicular operation for rejuvena- 
tion which is nothing more than my lanterniza- 
tion technic. I can only assume that when the 
latter described his method as new he had not 
searched the literature or at least was not aware 
of my precedence in the matter. I am glad, 
however, to note that in the cases in which he 
executed this technic the results, though still of 
short duration, have been quite satisfactory. 
Steinach claims that slitting of the albuginea 
and prolapse of the testis favors proliferation of 
the interstitial cells by relieving internal pres- 
sure just the reverse of what results after vasec- 
tomy ! 
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In this lanternization method the great and 
important matter is that the blood supply to 
the testicle is reactivated, that pressure is re- 
lieved and that the atrophic changes in the tes- 
ticle due to decreased blood supply are obviated 
by the formation of new capillary vessels and 
consequent improvement in the circulation of 
the testis operated upon. It was this new blood 
supply, I believe, which enabled my testicular 
transplants to become rapidly vascularized, as I 
have already mentioned. I have extended this 
technic to the testis in situ propria in cases in 
which the endocrine secretional ability was not 
yet lost, that is to say, in ordinary aging tes- 
ticles. This method was tried only after I was 
satisfied of its satisfactory surgical results by 
animal experimentation. 

There appears to be little doubt but that by 
improving the diminishing blood supply to the 
testis proper the natural fibrotic degeneration of 
this tissue, which occurs physiologically with the 
development of senility, may be retarded ; the in- 
terstitial cells are again activated and stimulated 
to produce their proper secretion, and this re- 
newed activity and production of gonadel secre- 
tion acts through the blood, having its normal 
effect upon the whole organism and helping to 
restore failing powers in the physical and psy- 
chic senses. The operation of lanternizing the 
testis in situ in natural senility (or in pre- 
senility when the gonadel secretion is for any 
reason deficient Sut the power to produce it is 
not entirely losi) is, therefore, a physiologic 
one, since it helps rather than destroys a failing 
natural function. 

The clinieal results of lanternizing the testicle 
in situ, in the series of cases in which I have 
tried it, are thus far encouraging. I may say 
at this stage, however, that the results show that 
by improving the direct blood supply to a testis 
through the tunica albuginea better effects are 
obtained than when the blood supply is to be 
derived through the tunica vaginalis. The fol- 
lowing experiment (one of a series) will illus- 
trate this point more clearly. In other words, 
a lanternized testis left in the scrotum without 
being reposited into the tunica vaginalis will 
not give as good results as when the testicle is 
covered with its natural envelope, as will be 
seen from the following study. 











Aug 


( 
aut! 
A 
Dat 













August, 1929 








Experiment No. 1 


Object—To ascertain changes in tissue after 
author’s technic. 

Anima!.—Male Macacus Rhesus. 

Date of Operation—November 16, 1926. 

Technic.—(1) Right Testicle. 

Incision through anterior surface and all 
layers of scrotum. Open tunica vaginalis. Lux- 
ate testicle. Scarify albuginea; spread with 
delicate scissors; permit testicular substance to 
protrude through about five such denuded areas. 
‘Testicle not reposited into tunica vaginalis but 
permitted to remain free in the scrotum. Clos- 
ure of wound in scrotum with dermal sutures. 
Collodion dressings. 

(2) Left Testicle. 

Same exposure. 

Same technic—except that after lanterniza- 
tion testicle is reposited into tunica vaginalis, 
which is securely sutured over reposited testis 
with plain catgut. Careful hemostasis (plain 
catgut sutures). Closure of skin with dermal 
sutures. Collodion dressings. 

Results—Healing per primam. 
month testicles somewhat enlarged. 

Testicles were removed three months after 
operation and the following changes were noted: 

Microscopic Appearance.—Left testicle: Fig. 
G. The glandular tissue including the Leydig 
cells does not reveal any degenerative changes. 
Similarly, the seminiferous tubules show normal 
conditions. The blood supply, as evidenced by 
a comparatively large number of blood vessels 
surrounding the implanted testicle, is very satis- 
factory. 

Right testicle: (Figure 7.) The right testicle 
shows some degenerative changes in the paren- 
chyma with more or less obliteration, hyaline 
degeneration and in some areas a_ beginning 
atrophy of the lobuli. The obliterated paren- 
chymatous tissue is replaced by connective tissue. 
The blood supply is poor. 

Remarks.—(12 weeks after operation.) 
Grossly, the left testicle—the one that was re- 
posited into the tunica vaginalis—appeared the 
larger; the right testicle—left free in the scro- 
tum after ablation of the tunica vaginalis—the 
smaller. 

Summary.—On histologic examination, the 
lvft testicle, which had been reposited into the 
tunica vaginalis, showed very good blood supply 
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and no degenerative processes; the right testicle, 

which had been left free, was in a state of be- 

ginning atrophy with very poor blood supply. 
CONCLUSIONS 


1. The Steinach vasoligature and vas def- 
erens resection operation has not achieved what 
its author claimed for it. 

2. Testicular transplantation has a legitimate 
place in selected cases where there is complete 
absence or functional loss of testicular secretion. 

3. The “lanternization” technic of treating 
the testicle to improve lymph and blood supply, 
as developed by the author, is applicable where 
testicular secretional ability is failing but not 
entirely lost. It is indicated in certain forms of 
senility and in cases in which the system is 
suffering from an insufficient supply of testicular 
internal secretion (hypogonadism. ) 

4. The “lanternization” operation has been 
done by the author in many cases during the 
past six years. It is a physiologic method and 
far superior to the Steinach operation, which is 
mutilating and unphysiologic ; moreover, it gives 
where indicated encouraging clinical results 
without any known serious somatic or psychic 
complications. 

5. In order to obtain the best results, the 
technic evolved by the author, as illustrated in 
other publications and in this article, should 
he followed with meticulous care. 

6. A united effort to discourage the term 
“rejuvenation” is urged, in order to avoid mis- 
leading statements and inspiring false hopes in 
the breasts of those who are in search of the 
unattainable. 
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GASTRIC DISORDERS OF ASTHENOPIC 
ORIGIN* 


JAMEs E. LeBENsoHN, M. D., F. A. C. S. 
CHICAGO 


The successful treatment of many gastric dis- 
orders often depends upon a recognition of the 
relationship of two apparently widely separated 
bodily functions. 

A remarkable statement on the subject was 
presented to the medical profession twenty years 
ago by Dr. Charles G. Stockton, in a chapter en- 
titled “Introductory Discussion on Diseases of 
the Digestive Apparatus,” that was written for 
Osler’s “Modern Medicine of 1908.” Though the 
content of this chapter has been repeatedly re- 
vised, the latest edition (1926) contains this 
passage unaltered : 

“Most frequently the causes of gastric asthenia 
are to be found in eye strain. This subject has 
been so widely discussed in America, and from 
so many points of view, that it is somewhat 
threadbare; yet its signal importance remains 
largely disregarded. (Italics mine.) 

“Irregular or asymmetrical astigmatism is 


the usual defect most often responsible for the 
functional disturbance, but it is not always in 
astigmatism of high degree that the trouble 


arises. It is more commonly found in instances 
of moderate degree of astigmatism with axes 
differing in the two eyes, and especially in ani- 
sometropia. Although not limited to that period 
of life, the nervous disturbances following these 
visual defects are apt to appear after the age of 
puberty, and are especially active when the crys- 
talline lens begins from age to lose its pliability.” 

Other leaders in medical thought have ex- 
pressed similar decided views. J. H. Musser,’ 
writing on “Non-gastric disease presenting gas- 
tric symptoms,” says: “Who has not seen errors 
of refraction relieve so-called bilious attacks, 
periodic vomiting, anorexia, indigestion, and 
other symptoms.” 

My own clinical experience amply confirms the 
views cited. Dr. George M. Gould® was the pio- 
neer who definitely related functional gastric 
disorders to reflex irritation from the eyes; and 


*From the Hull Physiological Laboratory, University of 
Chicago. 

*Read before the Section on Eye, Ear, Nose and Throat, 
Seventy-eighth Annual Meeting of the Illinois State Medical 
Society, Chicago, May 9, 1928. 


August, 1929 


this contribution will be remembered long after 
his over-statements in other directions are kindly 
forgotten. 

Ophthalmologists should routinely inquire 
about gastric symptoms in their asthenopic pa- 
tients. The gastric disorder may manifest itself 
in disturbed secretion, motion, or sensation, with 
any of the following discomforts resulting: 
heartburn, fermentation, belching, vomiting, 
constipation, abdominal cramps, gastralgia, nau- 
sea and anorexia. 

The magnitude of the refractive error bears 
little relation to the gravity of the gastric com- 
plaint, a small error in a sensitive individual 
being much more disturbing than a large error 
in one of different type. This is well illustrated 
in the ‘.1lowing case recently reported by Dr. 
Crisp* of Denver: 

A woman of 41 years had been so disturbed by 
almost constant dizziness with frequent spells of 
nausea, vomiting, and headache that she was unable 
to retain an amount of food adequate for normal 
nutrition. Under cycloplegia, she was found to 
require: R. plus .62 S. with plus .37 C ax. 120; L. 
plus .62 S with plus .62 C ax. 30, the cylindrical cor- 
rections of the two eyes being thus unequal in 
amount, and asymmetrical in axis. The symptoms 
were promptly relieved, and in the course of a few 
weeks the patient had gained 10 lbs., a result which 
was unquestionably associated with her ability to 
retain food. 

Patients with beginning presbyopia are par- 
ticularly prone to digestive disturbance. A man 
of 44 with anorexia and chronic constipation was 
relieved by the following: R. plus .37 C ax. 30; 
L. plus .37 C with plus .50 C ax. 165; and plus 
.87 S.’s added for reading. Another case, com- 
plaining of indigestion, gastric pain, and flatu- 
lence, recovered shortly after wearing. R. minus 
.12 8. with plus .87 C ax. 45; L. plus .50 C ax. 
150; and .75 S.’s added for reading. 

Until recently there has been no experimental 
work done to determine the existence of reflexes 
from the eye to the stomach, or vice versa. The 
data, heretofore, has all been clinical. In Sep- 
tember, 1927, however, appeared in a physiologi- 
cal journal, the results of a research by Pearcy 
and Allen* that definitely established the occur- 
rence of reflexes from the gastro-intestinal tract 
to the eye. The Journal A. M. A. considered 
this contribution sufficiently significant to merit 
editorial comment. 

In my personal investigations as to what ef- 
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fect asthenopia may have on the gastric mechan- 
ism, I have experimented on myself, studying 
the effect of different errors of refraction on the 
gastric motility. A balloon was swallowed, con- 
nected to a water manometer, and inflated to a 
pressure of 5-6 cm. The tracing was made on a 
slowly revolving double drum kymograph, that 
would continue for 114 hours before requiring a 
change of smoked paper. 

The empty stomach normally passes through a 
cycle of three phases of activity:> (a) A period 
of relative motor quiescence, which lasts from 
¥% to 214 hours in normal adult persons: (b) A 
period of tonus rhythm lasting generally 30-45 
minutes, with gradually increasing amplitude, 
ending in (c) “A hunger period,” of powerful 
rhythmical contractions, “the hunger contrac- 
tions.” This period may or may not end in 
tetany, and is followed by abrupt relaxation and 
quiescence. Tetany when present lasts 2-5 min- 
utes. In the normal individual, the gastric hun- 
ger contractions begin even before the stomach 
is empty, and continue in the absence of inhib- 
itory processes as long as the stomach is empty, 
irrespective of the time of day or night, and 
without regard to the time the individual is ac- 
customed to eat. 

The tracings that I have passed around speak 
for themselves. The most constant finding is an 
increase of the gastric tone, that occurs almost 
immediately on removal of the error of refrac- 
tion. The errors that I have worn have for the 
most part been based on clinical records of gas- 
tric distress associated with asthenopia. It would 
seem that the irritative effects of asthenopia act 
on the splanchnic nerves, and with the removal 
of the error of refraction, the stomach is released 
from inhibition. 

I hope to extend this work in the future, when 
I shall conduct similar experiments upon others. 
Personally, I make a good subject as I am not 
disposed to headaches, and was able to continue 
reading with, or without error, without notice- 
able discomfort. Likewise I am not subject to 
gastric complaints, and so cannot be considered 
especially sensitive. 

To note the effect described, the stomach must 
be in a state of tonus rhythm. When the 
stomach is in a period of quiescence, it is in a 
refractory state and no change is induced by re- 
moval of the refractive error. Myopia produces 
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no eyestrain, and consequently the gastric motil- 
ity is apparently unaffected by this error. 


CONCLUSION 


That reflexes occur from the eye to the stom- 
ach, and from the stomach to the eye has now 
been experimentally established. As a corollary 
to these findings, closer cooperation should re- 
sult between gastrologist and ophthalmologist, 
particularly in the control of functional gastric 


disorders.* 


25 E. Washington St. 
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DISCUSSION 


Dr. T. D. Allen, Chicago: This paper is very 
interesting. Dr. Lebensohn has reversed the 
methods that Dr. Percy and I used in showing 
definite experimental proof of the relationship of 
the eye and the intestinal tract. That experiment 
was as follows: distension of the stomach or bowel 
caused in general a feeling of lassitude such as one 
feels after a heavy meal, mild general perspiration, 
and locally first a loss of accommodative tone and 
second an edema of the retina. Reversing this, Dr. 
Lebensohn has shown that by producing various 
refractive errors the normal gastric activities are 
interfered with. In the American Encyclopedia of 
Ophthalmology, Dr. Savage, in writing of the two 
muscles of the ciliary body, Mueller’s the circular 
muscle, and Bowman’s, the radiating fibres, sug- 
gested a possible dual nerve supply somewhat like 
that existing in the iris; the third nerve exercising 
control over the circular fibres and the sympathetic 
over the radiating fibres. The former effects changes 
necessary in hyperopia and accommodation; the 
latter by tilting the lens effects changes which 
enable some hyperopic astigmatic eyes to have 
normal vision. Possibly there is a closer relation 
between the sympathetic nervous system and astig- 
matism than we have been wont to believe; small 
errors of oblique astigmatism are so annoying /be- 
cause of the inability of the organism to adjust 
itself to the error that reflex disturbances of other 
organs occur; this is not on the order of referred 
pain, as both Dr. Lebensohn and Dr. Pearcy and I 
have demonstrated, but is associated with actual 





*My sincerest appreciation is due Prof. A. J. Carlson, Chief 
of the Department of Physiology, University of Chicago, with- 
out whose cooperation and suggestion this work could not have 
been done. 
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demonstrable physiologic changes. One does not 
have to go to the lengths of some who claim 
systemic upsets from a few degrees of esophoria 
or exophoria, but the following case will show a 
definite relationship of a few degrees of hyperphoria: 
A prominent myopic lecturer was unable to speak 
before an audience because of sudden nausea and 
dizziness. He wore minus eight sphere with a small 
cylinder. His glasses had become bent so that 
one lens was 5 mm. higher than the other, and he 
had suddenly to overcome over 4 degrees prism 
vertically. His inability to do so entirely inter- 
fered with his lecture. Because of this same fact 
high degrees of anisometropic corrections are not 
well borne except in those who suppress one 
image. The reason more of us do not have upsets 
continually is because of the wonderful adaptability 
of this exquisitely arranged mechanism, the human 
body. 





THE LABILITY OF THE DIASTOLIC 
BLOOD PRESSURE IN EPILEPSY 
A. M. P. Saunpers, M. D.* 
CHICAGO 

The layman may expect miraculous discoveries 
in the cause and cure of diseases to be handed 
out on a moment’s notice, which will relieve all 
mankind of a certain affliction. The research 
worker, however, has been forced to realize that 
scientific facts are brought out only by persistent 
work and long observation and by comparing 
various functions of the normal body with that 
of an abnormal body. 

The cause of idiopathic epilepsy has been one 
of the very elusive subject in investigative work. 
Of the abnormalities in the body of the epiletic 
the most constant is the inconstancy of physio- 
logical processes. In our recent work the lability 
of the diastolic blood pressure has been espe- 
cially interesting. 

Little information can be obtained from litera- 
ture as regards diastolic blood pressure because 
of lack of study of the subject. On account of 
many difficulties and errors inherent in older 
tvpes of blood pressure instruments it has been 
an impossibility to measure the minimal 
disastolic blood pressure with any approach to 
exactness, so that we had to be content with 
the registration of the systolic or maximal pres- 
sure. With the modern apparatus, however, we 
are enabled also to establish accurate estimation 


“From the Illinois State Psychopathic Institute, 











of the diastolic pressure which is quite as impor- 
tant as the systolic. 

The diastolic blood pressure is an indicator of 
the peripheral resistance and of the vaso motor 
tone. The latter has its center in the medulla 
and is regulated by the sympathetic nervous sys- 
tem and the glands of internal secretion (Dally’s 
book on Low Blood Pressure). In the normal 
individual the diastolic blood pressure is con- 
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A graphic illustration of the range of diastolic 
pressures in a patient who had a convulsion. 


Chart 2 


A graphic illustration of the fluctuations in diastolic 
pressure in a patient with frequent minor seizures. She 
was extremely irritable and resistive during the ex- 
periment. The pressure was low in the beginning but 
dropped to 12 mm Hg and finally even to zero. This 
latter reading was verified by a second physician. Sub- 
sequent careful examination ‘of the heart did not reveal 
a definite cardiac or aortic lesion, 
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stant and not subject to transitory fluctuations 
as is the systolic blood pressure. Vaso constric- 
tion of the peripheral blood vessels increases the 
diastolic blood pressure while a vaso dilation 
reduces it. 


Chart 3 


v4 & 2 





In the graphic illustration above (Chart 3) one cau 
the most pronounced variation of the diastolic 


pressure curve. This extersive excursion lasted not 
1 ore than from five to ten minutes and has not been 


observed again on the same patient on that day nor on 
the following day. 


In our bedside work on epileptic patients a 
series of experiments were made to determine the 
average diastolic blood pressure and its con- 
staney. The patients had been prepared by with- 
(rawing all medication for several days and had 
been on a light diet the day before. The psychic 
elements of fear and apprehension were removed 
by the nurse whom the patients knew well and 
who told them exactly what was going to be 
(one. During the experiment the patients were 
kept in bed, resting quietly. The blood pressure 
was taken every five minutes. This was con- 
tinued for several hours. A mercurial manom- 
eter was used, each reading was rechecked at 
once in order to assure accuracy. Thirty patients 
were examined in that manner. Patients with 
convulsions as often as one or more a day and 
others with convulsions of only one in one or 
two months were selected. Two patients had a 


convulsion shortly before the experiment began 
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and one had an attack during the experiment. 

Of the thirty patients, about twenty had a 
fairly constant diastolic pressure with a varia- 
tion of four points or less during the time of 
examination. Of this class the readings in one 
patient were about as follows: 


G. H. 

10:30 A. M. 88 mm Hg 
10:35 A. M. 88 mm Hg 
10:40 A. M. 88 mm Hg. 
10:45 A. M. 88 mm Hg 
10:50 A. M. 90 mm Hg. 
10:55 A. M. 90 mm Hg. 
11:00 A. M. 90 mm Hg. 
11:05 A. M. 82 mm Hg 
11:10 A. M. 82 mm Hg 
11:15 A. M. 88 mm Hg 
11:20 A. M. 88 mm Hg. 
11:25 A. M. 88 mm Hg 
11:30 A. M. 88 mm Hg. 
11:35 A. 88 mm Hg 
11:40 A. M. 88 mm Hg. 

etc. 


Of the patients showing a more marked varia- 


tion the readings were as follows in one of them: 


A. K, 

10:30 A. M. 70 mm Hg 
10:35 A, M, 80 mm Hg 
10:40 A. M. 78 mm Hg 
10:45 A. M. 78 mm Hg 
10:50 A. M. 82 mm Hg. 
10:55 A. M. 84 mm Hg. 
11:00 A, M. 74 mm Hg 
11:05 A. M. 80 mm Hg 
11:10 A. M. 80 mm Hg. 
11:15 A. M. 76 mm Hg. 
11:20 A. M. 76 mm Hg 
11:25 A. M. 76 mm Hg. 
11:30 A. M. 76 mm Hg 
11:35 A. M. 76 mm Hg. 


1819 West Polk Street. 





ACUTE GLAUCOMA* 
MICHAEL GOLDENBERG, M.D. 
Senior Surgeon Illinois Charitable Eye and Ear Infirmary 
CHICAGO 
One of the dreaded diseases of the eye, known 
since antiquity, probably more prevalent or at 


least more frequently recognized today, still re- 
mains a complex problem to the ophthalmologist 


By the 


and a serious menace to visual safety. 





*Read before Illinois State Medical Society, Section on Eye, 
Ear, Nose and Throat, May 9, 1928. 
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term glaucoma, we mean that condition of the 
eye wherein an excessive pressure is exerted by 
the intra-ocular fluids against the resistant ex- 
ternal coats resulting in symptoms of visual dis- 


turbance. By the term acute glaucoma we mean, 


as a result of a rapid elevation of the intra- 


ocular pressure, symptoms of pain, ciliary injec- 





Fig. 1, A very early case of incomplete closure of 


drainage angle in acute glaucoma. Note swelling of 
ciliary body and iris. Root of iris is pushed forward, 


but not attached to posterior surface of cornea. 


tion( corneo-scleral injection) and visual disturb- 
ances are precipitated. 

Just how and why this rapid accumulation of 
fluids within the eye-ball takes place is still a 
debatable and open question. Many theories have 
been propounded on the various problems in- 
volved but only on one phase of the question are 
more authorities agreed, that is, that all the 
symptoms are the result of this excessive fluid 
accumulation. 

The mechanics involved may be briefly sum- 
marized as follows: Aqueous humor production 
is the result of dialsis, diffusion or osmosis from 
the blood capillaries of the uveal tract, princi- 
pally from the vessels making up the ciliary 
processes. (Most likely a dialysate.) The escape 
of this fluid is thought to be through the canal 
of Schlemm, but it is quite probable that the 
capillaries here too play an important part in 
resorbing this fluid. When the balance between 
this process of fluid production and escape is 
disturbed or broken there follows an accumula- 
tion of fluid within the eye-ball which must 
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naturally raise the intra-ocular pressure and 
glaucoma results. This is probably the result of 
a congestion or dilatation of the capillaries that 
largely form the ciliary processes, which swelling 
pushes the root of the iris forward against the 
cornea, thus closing off the drainage angle 
(Fig.1). This is further accentuated by the 
pressure of the accumulated fluid against the 
resistant external capsule (cornea and sclera) 
which interferes with the free escape of the 
venous blood through the large venous channels 
(venae vorticosae). This venous stasis is fol- 
lowed by congestion of the anterior ciliary vessels, 
the capillary loops at the corneo-scleral circum- 
ference (ciliary injection) and as a result the 
cornea becomes edematous and hazy.* 

It is probably uncommon to see a case of acute 
glaucoma in its pure form during its first attack. 
I am inclined to think that the majority of these 
cases are preceded by a disturbance of intra- 
ocular fluid balance with varying degrees of ten- 
sion, which has existed but unrecognized for some 
time past. This may have been in the form of 
the non-congestive or simplex type or that state 
we are in the habit of referring to, as the 
prodromal stage. To this stage we have ascribed 
that state, that is characterized by the symptoms 
of transitory disturbances of vision, sometimes 
slight pain and injection and occasionally the 
perception of halos around lights. These symp- 
toms are usually self-diagnosticated by the 
patient, as due to a cold in the eye or a slight 
gastro-intestinal disturbance and are treated ac- 
cordingly. Hiowever, as a rule these symptoms 
pass off in a short time, but recurrences usually 
take place and with each recurrence we find the 
symptoms becoming more severe and lasting over 
a longer period. Eventually the symptoms be- 
come persistent and severe, when a physician is 
consulted, and a diagnosis of acute glaucoma is 
made. As a matter of fact it is only the con- 
tinuation of the same stage of intra-ocular fluid 
balance disturbance with tension which does not 
readily correct itself. Occasionally one sees an 
acute case suddenly precipitated during the 
course of some severe disease or following a 
major operation, but I am inclined to think that 
the vast majority of the so-called acute cases 
that we see are preceded by disturbances of 
intra-ocular fluid balance with an absence of con- 
gestive symptoms. Cases are seen with no con- 
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gestive symptoms, but pain may be present, but 
as that is purely a relative term we are compelled 
to depend on the presence or absence of ciliary 
injection and hazy cornea for our classification 
This classification, it is true, 


is merely an arbitrary one, for it is at times im- 
possible to definitely state whether we are deal- 


of acute glaucoma. 


ing with an acute or chronic type of this disease. 

As to the etiology of this disease or group of 
symptoms we choose to refer to as glaucoma, 
little may be said with any degree of finality. 
There is, however, much reason to believe that in 
the majority of these cases there probably exists 
a predisposing and a precipitating factor. The 
predisposing cause or causes is in all likelihood 
congenital, which may be of an anatomic or 


chemical character. By the anatomic character 


one may say that it is an eye so developed as to 
readily succumb to a fluid balance disturbance. 
By the chemical character we mean that state 
of the body fluids or cellular structure that may 
be readily disturbed by elements that enter the 
blood stream and produce a physio-chemical re- 
action of more or less intensity. This may be 
crudely compared to an allergy or an anaphylactic 
reaction. 

As to the precipitating cause we must again 
assume an attitude of indefiniteness. It is quite 
probable that this factor finds its way into the 
blood stream; whether from the outside world as 
an exogenous toxine or from within the body as 
an endotoxine is, of course, an open question. 
We do know that many cases have been re- 
ported associated with acute epidemic diseases. 
Likewise is it common knowledge to find this 
disease precipitated by some marked emotional 
paroxysm. Whether this emotional disturbance 
acts primarily through the nervous or endocrine 
systems is not known, but may be surmised. 

The general outline summarized in the preced- 
ing paragraphs as to the etiology being still de- 
batable it will be sufficient at this time to dis- 
cuss only that on which authorities are agreed, 
namely: the symptoms and their early recogni- 
tion. 

It being agreed that the symptoms are wholly 
dependent on the elevation of the intra-ocular 
pressure (tension) which is the result of a fluid 
production in excess of its ability to escape, there- 
fore, upon the rapidity of this resultant fluid 
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accumulation will the intensity, degree and time 
of onset of the symptoms depend. If this fluid 
balance is only slightly disturbed the symptoms 
be so mild as to pass off almost unnoticed. The 
natural tendency of such a disturbance is to right 
itself or to accommodate itself to the new fluid 


status or tissue environment. If this disturb- 


ance is marked and a rapid fluid accumulation 
takes place the symptoms will naturally be 














Fig. 2. Shows the angle of the anterior chamber 
from a casé of recent glaucoma, it is occluded by the 


base of the iris, A, which is adherent to the posterior 
surface of the cornea. B points to the canal of Schlemm. 








precipitated more rapidly and will be of a more 
violent character (Fig. 2). 

The intra-ocular pressure or tension may be 
ascertained by digital palpation or the more re- 
fined method of tonometry. Digital palpation is 
more frequently used in office or bedside work, 
but the method of greater accuracy is found in 
the use of the tonometer. 

Tension by digital palpation is ascertained as 
follows: The patient is requested to look down, 
the index finger of each hand of the physician 
is applied to the eye-ball and a slight pressure 
alternately exerted against it. The resistance of 
the eye-ball to this pressure is found to be 
greater when tension exists. To the experienced 
this is easily recognized, for the inexperienced it 
may be tried on a normal eye and comparisons 
made. These two methods are described in 
minute detail in all text-books on ophthalmology. 
The tension is invariably elevated, but it may be 
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of such a mild degree that a definite diagnosis 
cannot be made on this symptom alone. 

As a result of this tension or pressure exerted 
by the intra-ocular fluids against the resistant 
external capsule there follows a venous conges- 
tion of the eye-ball which is recognized exter- 
nally by injection of the small vessels at the 
corneo-scleral margin. 

This ciliary injection at the corneal circum- 
ference is due to the venous stasis, the result of 
the intra-ocular pressure partially or wholly in- 
terfering with the escape of blood through the 











Fig. 3. Edema of the cornea. From a glaucomatous 
eye. The epithelium is edematous; on the left the 
cells of the central layers are vacuolated; on the right 
the basal cells are elongated and vacuolated. A large 
vesicle is seen, the epithelium being raised by the ac- 
cumulated fluid. The lamellz are separated by fluid 
except at the posterior part. 


venae vorticosae, and as a result the anterior 
ciliary vessels become congested. This injection 
must be differentiated from conjunctival injec- 
tion, the latter manifesting itself to a much 
greater degree in the fornix. (Conjunctiva re- 
flected from lids to eye-ball.) If both conjunc- 
tival and ciliary injection is present there will be 
found an area of lesser injection between these 
two regions. Deep ciliary injection may also be 
differentiated from conjunctival injection by the 
instillation of one or two drops of epinepherin 
(1-1000). This will blanche the conjunctival 
vessels very rapidly but the ciliary vessels will 
be only slightly altered. 

The pain, which may also be of slow or sudden 
onset, depends largely on the rapidity of the 
elevation of the intra-ocular pressure and the 
compression of the sensory nerves of the ciliary 
body and iris. If the onset of the pressure is 
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slow the pain will be moderate, but if rapid the 
pain may be sudden and very severe. This pain 
is described as of a continuous boring character 
without remissions and is only slightly relieved 
by analgesics. In contra-distinction to the pain 
of iritis which is usually remittent and more 
severe at night. 

The visual disturbance in this type of 
glaucoma may also be of slow or sudden onset 
and likewise depend on the rapidity of the rise 
of the intra-ocular pressure. The cornea having 
no direct blood supply but receiving its nutrition 
by a process of osmosis or dialysis is naturally 
readily affected by a disturbance of the vessels 
in its immediate vicinity, that is the source of 
its nutrition.2? As a result of the congestion of 
the anterior ciliary vessels at its circumference 
the cornea becomes edematous thus interfering 
with its normal transparency and luster. If we 
now examine the cornea carefully under proper 
magnification, we will find that it is hazy and 
the surface finely irregular, the degree of haziness 
and surface irregularity depending entirely on 
the degree of edema present, the result of the 
tension or pressure and how long it has existed. 
If this pressure is rapidly lowered by tapping 
the anterior chamber, the cornea will imme- 
diately clear up, indicating that it is due to 
edema and not the result of an inflammatory 
process (Fig. 3). 

The normal cornea is a highly sensitive tissue, 
but when subjected to the pressure usually found 
in glaucoma it loses much of this sensitivity. 
Thus, if the cornea is now lightly brushed with 
a wisp of cotton it will be noted that it may be 
slightly or wholly lacking in sensation. 

If the edema of the cornea is not marked so 
that the deeper structures can be seen, it will 
be found that the anterior chamber (space be- 
tween iris and cornea may be extremely or only 
moderately shallow; the iris somewhat dilated 
and reacts sluggishly to light. Sometimes the 
iris is eccentrically dilated and of a muggy-off 
color, this latter symptom may only be due to 
its appearance as seen through a hazy cornea. 

Cupping of the disc or nerve head. This symp- 
tom is always mentioned in every treatise as one 
of the cardinal symptoms of glaucoma. This is 
true in the chronic and non-congestive types, but 
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may be wholly absent in the acute type. If it is 
present in this type one can rarely see it, owing 
to the hazy condition of the cornea which will 
not permit a view of the deeper structures with 
the ophthalmoscope. When the cornea clears up 
one will more frequently see a congestion of the 
vessels particularly in the region of the nerve 
head. If the condition has existed for some 
time and the circulation has accommodated itself 
to its new environment the classical cupping of 
the dise will be noted, but this is usually found 
in the chronic stage. 

Perimetry may be referred to but readily dis- 
missed as of little or no value as an aid to diag- 
nosis in this type for the same reasons enumer- 
ated in the preceding paragraph, namely; hazy 
cornea. It is of the utmost value during the 
prodromal stage and in other types of glaucoma. 
Roughly outlining the field of vision with a 
candle or the hand is resorted to by some, but 
I can see no value in this procedure in this type. 

Diagnosis. This is made on the symptoms 
previously enumerated, the most prominent of 
which are tension, shallow anterior chamber, 
and a hazy cornea. The tension may sometimes 
be in doubt even with the use of the tonometer. 
A clinically hazy cornea may have to be differ- 
entiated from old diffuse opacities of the cornea 
or an interstitial keratitis, but if one can feel cer- 
tain that the haziness is due to edema, one may 
be sure that the nutrition of the cornea is dis- 
turbed. This may be best ascertained by the use 
of the loupe with good illumination. The corneal 
epithelium is finely granular and the edema 
quite evenly distributed and appears like very 
fine grayish droplets of dew. Interstitial 
keratitis is usually seen in early youth and 
should be excluded very easily. The subjective 
symptom of seeing a halo around a light is most 
likely due to the edema of the cornea, and should 
he accorded the import manifested by the intel- 
ligence of the patient. The diagnosis in the 
typical case should not be difficult, but in the 
horder-line cases, the presence of a suspicious 
tension, the finding of corneal epithelial roughen- 
ing may be in itself sufficient to make a tentative 
diagnosis. This may be later supplemented by 
i: careful perimetry and mapping of the blind 
spot of Marriotte which may be enlarged. 

The early subjective symptoms of transitory 
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disturbance of vision, the seeing of a halo around 
a light and occasional redness of the eye should 
be sufficient to warrant a very careful and detail 
examination of such a patient. 

The treatment is divided into (a) the imme- 
diate and (b) the permanent relief of the abnor- 
mal intra-ocular pressure or tension which may 
be medicinal or surgical. serine in one-half 
per cent solution is still the most useful drug 
at our command and should be immediately in- 
stilled into the eye and as frequently as 
necessary. Hydragogue cathartics and active 
diaphoretics should be used freely. Pilocarpine 
sweats may be resorted to if there are no cardiac 
contra-indications. The patient may be dehy- 
drated as rapidly as possible by various methods 
at our disposal, e. g., intra-venous injections of 
hyper-tonic salt solution, glucose, etc., or hyper- 
tonic solutions of magnesium sulphate by procto- 
clysis. Glaucosan may be instilled in the eye in 
place of eserine. In the writer’s experience, 
which covers a period of over twenty years as 
a member of the staff of the Illinois Charitable 
Eye and Ear Infirmary, the local use of eserine 
and later pilocarpine, sweats, and catharasis have 
been of the most value from the medicinal stand- 
point. Surgery will usually have to be resorted 
to eventually for the permanent comfort and 
visual safety of the eye. It is preferable to 
operate when the acute symptoms have sub- 
sided, but if the pressure cannot be controlled 
by medicinal therapy, anterior or posterior 
sclerotomy may be adopted. Preference should 
be given the anterior sclerotomy. As soon as 
the acute symptoms have subsided one must 
recommend some surgical precedure to aid the 
apparent inadequate fluid escape from the eye 
through the natural channels. Many operations 
have been devised for this purpose as described 
in text-books and monographs in existence. The 
writer for the past eight or nine years has almost 
limited his work to the use of the iridotasis 
operation’ where it is at all possible to grasp the 
iris, with very happy results. 

104 8. Michigan Ave. 


1. Closure of the Drainage Angle. Goldenburg, American 
Journal of Ophthalmology, April, 1928. 

2. The Mechanism of Normal Intra-ocular Pressure. 
Goldenburg, Illinois Medical Journal, December, 1927. 

8. Iridotasis Operation for Glauccma. M. Goldenburg, IIli- 
nois Medical Journal, February, 1928. 
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THE TREATMENT OF VARICOSE VEINS 
AND ULCERS* 


G. pe Taxats, M. D. V. F. A. C. 8S. 
CHICAGO 


In the last three years over five hundred 
cases of varicose veins and their various com- 
plications have been observed and treated at 
this clinic. All stages from a beginning isolated 
varix to a progressing dilatation of the saphenous 
trunk, massive varicosities below and above the 
knee, acute superficial phlebitis, chronic phle- 
bitic indurations, livid, eezematous areas of skin 
around single or multiple ulcers, periosteal thick- 
enings of both tibia and fibula could be seen. 
Seventy-five per cent. of our cases have developed 
their first symptoms below the age of thirty. 
From then on the disease progresses and finally 
becomes in later life a real social problem, in- 
capacitating the patient and throwing an im- 
mense burden on hospitals and clinics. The 
chronic varicose ulcer, wandering from one hos- 
pital or clinic to the other is a true “crux medi- 
corum.” 

It is usually assumed that women are more 
frequently affected by the disease than men, due 
to the influence of pregnancy. In our series 59 
per cent. were females and 41 per cent. were 
males. It must be remembered, however, that 
we saw a group of young women, with beginning 
varicosities, seeking advice for cosmetic reasons 
at a stage when men would not consult a physi- 
cian. 

Before deciding on the type of management, 
both arterial and venous circulation should be 
tested. It is worth while to investigate the pul- 
sation of the femoral, popliteal, posterior tibial 
and dorsalis pedis arteries. Not infrequently, in 
older individuals, the varicose syndrome is asso- 
ciated with peripheral arteriosclerosis. In one 
case a complete obliteration of the popliteal ar- 
tery with gangrene over the anterior tibial sur- 
face had been treated as a varicose ulcer by sev- 
eral physicians. Also in the true varicose ulcer 
the sclerotic arteries of older individuals surely 
add to the delay in healing. 

The venous circulation is tested by Trendelen- 
burg’s method. The patient’s leg is well ele- 





*Clinic held at Northwestern University Medical School at 
the meeting of the Illinois State Medical Society, Chicago, 
May 9, 1928. 
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vated, after which the varices empty. Next the 
proximal end of the great saphenous vein below 
Poupart’s ligament is compressed and the pa- 
tient is asked to stand up. If the veins remain 
empty but fill up with a gush of blood from 
above when the compression is relieved, the test 
is positive for valvular incompetence of the great 
saphenous vein. If the veins fill up suddenly on 
standing before the compression is relieved, the 
anastomoses with the deep veins must be insuf- 
ficient. If now the compression is relieved and 
the veins become still more prominent the test is 
doubly positive for incompetence of both the sa- 
phenous and anastomotic valves. Finally, if 
after elevation and compression the veins fill up 
slowly from below on standing and do not dilate 
more after relieving the pressure, the test is neg- 
ative, the valves are competent. 

It is very important to test the deep circula- 
tion for patency. If there is no swelling around 
the ankle or calf in spite of marked varicosities, 
we can be sure that the deep venous circulation 
is functioning, because the circulation in the di- 
lated superficial system is reversed in the upright 
position and does not function. We have demon- 
strated this in our clinic by direct measurements 
of venous pressure. If there is some edema of 
the calf and ankle it is advisable to apply a mod- 
erately tight elastic bandage from ankle to knee 
joint, which should compress the superficial veins. 
In almost every case the patient experiences re- 
lief from this support; but if his deep venous 
system is thrombosed and the saphenous system 
is the main channel of venous return, the patient 
will complain of pain and the swelling below the 
ankle will increase. In such a case, it is a grave 
mistake to excise or obliterate the veins in any 
possible manner, as the deep veins are throm- 
bosed and the superficial dilatation is compensa- 
tory. 

The management of patients afflicted with vari- 
cose veins and their complications must be in- 
dividualizing. For the early, beginning dilata- 
tions on the calf, where the venous pressure is 
not very high and where no marked dilatation 
is present above the knee joint, the injection 
treatment has given excellent results. If there is 
also a well palpable saphenous trunk above the 
knee, we tie this vein in the ambulant patient 
without hospitalization, and follow up this liga- 
tion with injections on the calf. If there are 
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extensive varicosities both below and above the 
knee joint a radical excision is made, preceded 
by a high ligation close to the sapheno-femoral 
juncture. The same three types of treatment are 
carried out in varicose ulcers, depending on the 
site and involvement of the veins above the ulcer. 
It seems quite illogical to treat the ulcer with 
antiseptic dressings, powders, cargile membranes 
and many other methods none of which treat 
the cause of the ulcer, viz., the increased back 
pressure in the veins, which results in an accumu- 
lation of carbon dioxide, diminution of oxygen 
supply, resulting in poor nutrition. Besides the 
injection treatment, Unna’s paste boots* are 
applied weekly in the ulcer cases. This gives the 
most elastic and plastic form of support to the 
veins, but is only considered as a temporary sup- 
port. It is true that ulcers will also heal if only 
paste-boots are applied or if the patient can 
alford a rest in bed for several weeks, but the 
dilated veins will cause a recurrence of the ulcer 
and favor a progress of the disease, unless they 
are injected or excised. The only indication for 
putting the patient to bed with a varicose ulcer 
is an acute phlebitis, which is very painful. But 
even these patients are allowed to get up with 
a paste-boot as soon as the fever and pain subside. 
We have found it very helpful to compress the 
saphenous trunk above the phlebitic induration 
with a cotton plug, or possibly tie the vein above 
the inflamed area, as a safeguard against pul- 
monary embolism. 

The entire management of these cases, with 
the exception of the radical excisions, is carried 
out on ambulatory patients, the great advantages 
of which need hardly be emphasized. 

The following method of injection treatment 
has been gradually evolved in our clinic during 
the last two years: The patient is examined in 
the standing position and the most peripheral 
dilatation above the ankle is selected for injec- 
tion. A segment of the vein is isolated between 
the second and third fingers of the left hand. 
The patient’s leg is now brought to a horizontal 
position, the skin rubbed with alcohol and a fine 
24 gauge needle on a 10 cubic centimeter Luer 
syringe is inserted into the vein, which is im- 
mediately aspirated for blood. Only in case of 





*A modified useful formula is the following: Zinc oxide 
100; Gelatin 200; Aquae 3800; Glycerin 400 parts. This 
mixture dissolves more readily and can be painted more easily 
on the unshaved leg, than Unna’s original paste. 
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free flow of blood is the injection permissible. 
From five to ten cubic centimeters of a 50 per- 
cent. glucose solution are slowely injected. The 
needle is kept in the vein and the compression 
below and above is maintained for another two 
minutes. After withdrawing the needle a cotton 
plug is pressed against the injected vein and is 
kept in place with tightly drawn strips of ad- 
hesive. This should not be removed for at least 
48 hours following the injection. Usually one 
more injection is given at the same time, three 
to four centimeters higher. The injections are 
repeated bi-weekly. An elastic bandage is ad- 
visable during the entire course of treatment. 
Massive injections of 40 to 80 cubic centimeters 
with or without preliminary ligation of the vein 
proximal to the injection have been avoided. 

Our histologic studies of injected veins show 
that in most cases a firmly adherent, rapidly or- 
ganizing thrombus results, which obliterates the 
lumen of the vein completely and acts exactly 
as a ligation does in relieving back pressure. In 
some cases, if the compression is firm enough, a 
direct obliteration may be obtained, as the dam- 
aged intimal layers are held together by a fibrin- 
ous exudate. 

If the glucose is deposited beside the vein or 
leaks out of the vein, no necrosis ensues, but an 
infiltration may be present for a few days. Hyper- 
tonic solutions of sodium chloride and salicylate, 
however, will cause necrosis, and we have avoided 
their use. 

Contraindicated in this form of treatment in 
1, acute superficial phlebitis, 2 in deep throm. 
bosis, 3 in valular incompetence of the anasto- 
motic veins. 

In spite of advanced age or diabetes, car- 
diorenal patients, have been injected without 
any untoward symptoms. We have treated ten 
patients with a systolic pressure over 180, two 
diabetics, and one with postencephalitic Parkin- 
sonism. It is exactly in such conditions that the 
injection treatment is of great advantage. 

Ambulatory ligations of the great saphenous 
vein have been performed, if a venous trunk was 
well palpable, usually about a hand width above 
the inner condyle. Under local anesthesia the 
vein was exposed, with a small transverse in- 
cision, double ligated and cut. The skin was 
closed with a few interrupted dermal sutures. 
If, however, the varicosities show a marked reflux 
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from the deep veins, the patient was hospitalized 
and a high saphenous ligation, three fingers’ 
width below Poupart’s ligament, followed by a 
radical excision from Poupart’s ligament to the 
ankle is done. Usually one can strip the vein 
with Babcock’s instrument from the upper inci- 
sion to the level of the knee joint. Sometimes 
it may be possible to do the same on the calf, so 
that there will only result three small transverse 
incisions, one below Poupart’s ligament, one 
above the inner femoral condyl, and one above 
the inner ankle. Ordinarily, however, it is neces- 
sary to dissect out the tortuous varicosities on 
the calf from one or two longitudinal incisions. 

The after treatment tends to avoid any stasis 
in the femoral or pelvic veins that might give 
rise to a massive thrombus, which again would 
cause pulmonary embolism. The patient’s leg is 
tightly bandaged but not elevated, the operation 
is done under local anesthesia, the patient may 
sit up in bed the day after the operation and if 
there is no sign of femoral or iliac thrombosis, 
may be up in a chair the fifth day. Elastic 
bandages must be worn from two to three months 
after the operation. 

The results of such individualizing form of 
treatment are very gratifying. Up to the present 
time over four thousand injections have been 
made. There were no necroses, no embolisms. In 
two cases a local periphlebitis flared up, which 
subsided promptly under paste-boot treatment. 
Occasionally if the varix was very large, two to 
three injections were necessary to obliterate the 
vein. In combination with the injections, ambu- 
latory ligations have been made in sixty-one 
cases. Radical excision was only performed in 
eleven of the 500 cases. 

A possibility of an embolism arising from the 
site of injection has to be considered.* In view of 
the firm adherence of the thrombus, of the ambu- 
latory management of these patients, further- 
more observing the precaution of not injecting 
above the knee or in the popliteal space, I be- 
lieve that the danger is minimal, not greater 
than after any minor operation. Compared with 
the radical excision, the injection treatment ap- 
pears particularly in a favorable light. Few men 
realize the high incidence of fatal embolism fol- 
lowing radical excisions. It is about 0.7 per cent, 
*A detailed study of this question, together with results of 
clinica) investigation on varicose veins has appeared in the 
Journal of ths American Medical Association, March 9, 1929. 
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calculated from two recent, very reliable statis- 
tics of Berntsen and Prochnow. ’ 

As to late results, we know that only five years 
results are worth estimating, because the per- 
centage of recurrences increases from year to 
year at first. Even after the most radical ex- 
cisions, the percentage of cures is only about 75 
per cent. Recurrences may also be expected 
after injection treatment, but in that case the 
initial risk and loss of time was small and the 
injections can easily be repeated. 

SUMMARY: 

1. The importance of testing both arterial 
and venous circulation in the presence of vari- 
cose veins is emphasized. 

2. The management of such patients must 
be individualizing. Supporting measures, the 
injection treatment, ambulatory ligation and 
radical excision, alone or combined, all have their 
definite place in treatment. 

3. The technique, indications, contraindica- 
tions, results, and dangers of the injection treat- 
ment and surgical treatment are briefly discussed. 
If certain precautions are observed, the injec- 
tion treatment is of great economic and time 
saving value and offers a smaller percentage of 
untoward results, than if the veins were left 
untreated. 

122 South Michigan Avenue. 





PRE-MALIGNANT DISEASE OF THE SIG- 
MOID AND RECTUM 


Crement L. Martin, M. D. 
CHICAGO 

Cancer of the rectum and sigmoid often de- 
velops without any preceding gross lesion, but 
in some diseases of the terminal bowel the dis- 
ease itself is warning that cancer either may or 
is apt to develop. 

Adenomas in this region are likely to become 
carcinomatous; many at the time of examination 
have definite microscopic evidences of a tendency 
toward cancer; some are cancer. Severe long 
standing proctosigmoiditis, for example, that oc- 
curring late in chronic ulcerative colitis, may 
predispose the tissue of the bowel wall to cancer. 

It is a matter of general interest whether 
hemorrhoids, fistula, and fissures become carci- 


nomatous. As chronic irritation is a factor in 


the production of malignant change, much has 
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been written about the irritation of chronic in- 
fiammation of the anus and lower rectum in rela- 
tion to cancer here. 

Chronic inflammatory diseases of the anus 
and lower rectum are often included among pre- 
malignant lesions with doubtful accuracy. One 
author states: “Benign tumors, ulceration, 
chronic eeczematous conditions, long standing 
piles, cutaneous tags, tracts of old fistulae and 
other lesions about the anus and rectum have a 
tendency to undergo malignant change due to 
chronic irritation.” Similar, though less in- 
clusive statements are often seen. Among the 
laity it is a rather common belief that piles may 
become cancer. In parenthesis, a rational fear 
of rectal cancer on the part of the public is quite 
necessary as the majority of cases are in-operable 
when first diagnosed. But especially a change 
of bowel habits, constipation developing in the 
middle aged whose bowel movements were pre- 
viously regular and rectal bleeding are the 
danger signals that should be emphasized. 

Carcinoma usually occurs in the middle or up- 
per rectum, above the area involved by hem- 
orrhoids or fistulae. In only a minority of cases 
does the growth originate in the last two inches 
of the rectum. Cancer (epithelioma) of the anus 
is comparatively infrequent (3-4%). If hem- 
orrhoids, fistulae and fissures were frequent 
causes of carcinoma, it should occur more often 
at the anus and in the lower rectum. Malignant 
changes in old hemorrhoids and fistulous tracts 
do occur and are reported but this is rare in 
proportion to inflammatory anal disease. Lock- 
liart-Mummery notes this change in but two of 
the great number of fistula cases he has had. 
Ewing writes: “The relation between fistulae 
in ano, fissure and other chronic diseases of the 
rectum with carcinoma appears to be very uncer- 
tain. It seems that a great majority of cancer 
cases in this region arise apart from these dis- 
eases, Anatomical abnormalities and local pre- 
disposition, the nature of which we do not un- 
derstand are more important factors.” 

Broders states: “I am of the opinion that 
such conditions as chronic eczema, long stand 
ing hemorrhoids, cutaneous tags, old fistulous 
tracts and fissures have very little to do with 
the causation of cancer. Benign tumors should 
be considered in a different light; however with 


the exception of adenomas too much emphasis 
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has been laid on their tendency to malignancy. 
Adenomas of the rectum do have a tendency to 
become malignant in a rather high proportion 
of cases.” 

Kraske some years ago wrote that he was un- 
able to find any relation between hemorrhoids 
and cancer, 

In brief, if there is any causal relationship 
between hemorrhoids, fistulae and fissures ani 
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Fig. 1. A common type of rectal adenoma (polyp). 


rectal cancer, it is not known, but it is known 
that these diseases do not often result in cancer. 

Chronic Rectal Inflammation. Long standing 
severe inflammation may predispose the rectum 
and sigmoid to cancer. 

Bargen has reported recently that out of 800 
eases of chronic ulcerative colitis 20, or 2.5%, 
developed cancer of the colon. Seven of these 
cases had a carcinomatous mass visible through 
the proctoscope and in seven other cases the car- 
cinoma was revealed by roentgenogram and there 
were benign polyps in the rectum. In six cases 
carcinoma was multiple in the colon and in one 
there was diffuse carcinomatosis of the wall of 
the entire colon. 

Multiple adenoma (polyposis) occurs in 14% 
of the cases in the late stages of chronic 
ulcerative colitis, The incidence of malignancy 
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in multiple adenoma is high; various authors 
place this incidence at 25 to 75%. Quenu and 
Landel report 50%; Déring and Soper 43%. 
Tuttle 757, Lockhart, Mummery “the majority.” 
Figures of the more recent authors are lower. 
Struthers found 32% and David “not more than 


25% are malignant at the time of observation.” 


fe "Os 
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Fig. 2. Rectal adenoma x 67. Benign, no tendency 


to cancer. 


It is probably true that the majority become 
cancer, as one authority states. If this digres- 
sion be permitted, it is of clinical interest that 
carcinoma supervening upon severe chronic in- 
flammation of the terminal colon usually causes 
a definite change in the clinical picture; an i1- 
crease in the diarrhea or the amount of blood in 
the stool, at times more abdominal pain, ob- 
structive symptoms, increased loss of weight, 
greater pallor and in late stages cachexia. Sum- 
marizing this aspect of the subject, advance: 
chronic inflammation of the sigmoid and rectum 
may undergo malignant change, but from the 
data available, it does not appear to do this fre- 
quently. When such chronic inflammation is as- 
sociated with multiple adenomas, cancer often, 
perhaps usually develops. 

Polyps. An inquiry into definitely pre-malig- 
nant disease of the rectum and sigmoid becomes 
chiefly a study of polyps. The vast majority of 
polyps in this region are adenoma, the others are 
lipoma, myxoma, fibroma, adenofibroma, and an- 


gioma. A small intrarectal meningocele was re- 
ported as a polyp, The term polyp is a generic 
one, applied indifferently to a variety of intes- 
tinal neoplasms. We are here considering only 
adenoma. They may be either benign or malig- 
nant and many of them occupy an intermediate 
position, not carcinoma but showing a tendency 
to become carcinoma. They are of interest also 
because they are often confused with hypertro- 
phied anal papillae, because hemorrhoidectomy is 
performed for the relief of bleeding when the 
trouble is really caused by an adenoma and be- 
cause adenomatosis (polyposis) is not infrequent- 
ly called carcinoma. 

Adenoma is chiefly a disease of the large intes- 
tine, particularly of the sigmoid and rectum: 
63% of intestinal polyps are in the rectum 
(Dewis). It is estimated they occur in 0.64% 
of patients examined for rectal complaints. The 
cause is not known. The age incidence of ade- 
noma is about 5 years earlier than that of can- 
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Fig. 3. Carcinomatous adenoma of rectum x 100. 


cer. The period of greatest incidence is from 
50 to 60 years of age. 

Symtoms: Bleeding or diarrhea are the chief 
symptoms. Small adenomas 0.5 cm or less in 
diameter are often without symptoms. The 
larger adenoma, over 1.5 cm in diameter, usually 
is indicated by bleeding or diarrhea or both; if 
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either is present alone, blood per rectum is more 
apt to be the symptom. Constipation is some- 
times present. Protrusion through the anus of 
a pedunculated low rectal growth may occur and 
clear up the diagnosis. The larger neoplasms in 
the upper rectum and sigmoid may give a defi- 
nite syndrome, e. g. lower left quadrant pain and 
diarrhea, sometimes with cramps and bleeding 
per rectum, i, e. the same symptoms any par- 
tially obstructive sigmoid or recta] neoplasm may 
vive, but on the other hand a 2.5 em or larger 
growth may be present without any such definite 
manifestations. An x-ray of the colon is of lim- 
ited diagnostic value; proctoscopic examination 
is required. When examined microscopically, the 
striking characteristic of a series of adenomas 
from the lower part of the intestine is the varia- 
tion from benignity to malignancy. All shades 
of changes are found from the most obviously 
benign adenomatous structure to a definite car- 
cinoma of low malignancy. The accompanying 
photo-micrographs show a markedly benign and 
2 definitely malignant adenoma. 

It is by means of the appearance of the epi- 
thelium alone that the diagnosis of malignancy 
is made in these cases. The closer the epithelial 
cells approach the size, shape, arrangement and 
staining qualities of normal cells the more be- 
nign they are. In other words, the more dif- 
ferentiated the epithelial cells are the more be- 
nign they are. Rupture of the basement mem- 
brane and escape of the cells into the subepithe- 
lial tissue is not the criterion of malignancy in 
these growths. Figure 2 illustrates a section 
from a markedly benign adenoma, it is seen that 
the epithelium is highly differentiated, and func- 
tioning normally in the production of mucus 
There is a marked lack of cellular vegetative ac- 
tivity. Such tissue evidences no tendency tc- 
ward cancer. The tissue illustrated in Figuie 
3 is cancer. Marked loss of differentiation is 
evident in the epithelium. Individual cells are 
not distinguishable in places, the nuclei are not 
uniformly arranged near the base of the cell but 
lie at various levels. New large cells with ir- 
regular and deeply staining nuclei are present. 
Most of the adenomas I have examined are be- 
tween the two extremes illustrated, less obvious- 
ly benign than the specimen shown in Figure 
% and less malignant than in Figure 3.- It is 
striking that most of these adenomas show a 
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tendency toward malignancy. It is still a ques- 
tion just how many adenomas start as benign 
and later become malignant tissue. The prob- 
lem is further involved because we do not know 
just how many carcinomatous adenomas were of 
that character from the beginning. It is seen 
from a study of a number of these tumors that 


they do have a tendency to become carcinoma, 
and it is unquestionably true that a large per- 


centage of adenomas do become malignant. 
CONCLUSION 

Hemorrhoids, fissures and anal fistulae do not 
often result in cancer. This is probably true cf 
chronic severe inflammation of the sigmoid and 
rectum when not associated with multiple ade- 
nomas. 

After investigating a series of adenomas of 
the sigmoid and rectum, I believe the following 
conclusions may be made: 

1. The larger adenoma, 2 cm or more in di- 
ameter, is generally but not invariably 
carcinomatous, and the carcinomatous ade- 
noma is usually single and generally of a 
red meaty appearance. 

2. The percentage of multiple adenomas 
which undergo malignant change is high. 

3. Adenomas of the rectum and sigmoid have 
a gradation toward malignancy and when 
they undergo malignant change they be- 
come low grade carcinomas. 

55 East Washington St. 





THE ROLE OF THE UROLOGIST IN 
GENERAL DIAGNOSIS* 


HerMAN L. KRretscHMER, M. D. 
CHICAGO 


(Continued from page 72) 
MALIGNANT ENDOCARDITIS 


It is perfectly true that cases of malignant 
endocarditis rarely present themselves as urolog- 
ical cases, but that this is possible and that it 
does occur will be illustrated by the following 
case in which the preponderance of symptoms 
were urinary in character and the patient was 
sent in with a diagnosis of pyelitis and the re- 
quest that pelvic lavage be instituted. 

Case No. 3. C. H. T., male, aged twenty-one, com- 
plained of frequency and pain on urination, hematuria, 
and loss of weight. 

Four months before coming under observation the 
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patient was ill with fever which followed swimming 
in polluted water. A diagnosis of typhoid fever was 
made. Three months later patient began to have 
pain on urination, with some pain at the end of the 
penis. Burning on urination and patient was 
obliged to rise once at night. Once during his 
illness blood was present in the urine. He had lost 
ten pounds in weight. 

Physical examination showed a _ well-developed 
young man, weighing 120 pounds. Head and neck, 
negative. Lungs, negative. Examination of the 
heart: A reduplication of the first tome and a 
systolic murmur which became increasingly louder 
toward the aortic region where there was also a 
soft blowing diastolic murmur. 

Examination of the abdomen: Kidneys and spleen 
negative. 

Cystoscopy showed bladder negative and ureters 
were catheterized without obstruction. Urine from 
right kidney sterile and free from pus. Cultures 
from right ureter sterile. Urine from left ureter: 
Pus cells and the culture showed streptococcus viri- 
dans. The Widal test, negative. Blood cultures: 
Streptococcus viridans. 

Blood count: Hemoglobin 85 per cent., leucocytes 
10,500. 

The patient had many infected teeth which showed 
streptococcus viridans on culture when the teeth 
were removed. 

The diagnosis of malignant endocarditis was per- 
fectly obvious from the findings. The condition, 
however, was confused with chronic pyelitis be- 
cause of the long-continued fever and the presence 
of pus in the urine. 

Case No. 4. Mrs. D. D., aged thirty-two, referred by 
Dr. W. S. Wing. 

Previous illnesses: Frequent attacks of tonsillitis 
during the past fifteen years. 

Present complaint: Frequency of urination and 
pus in urine for five months, fatigue, pain in lower 
abdomen, chills and fever, and infected teeth. 

Four months before coming under observation 
patient noticed that she was tired and became 
fatigued very easily. At that time experienced pain 
in the lumbar region—dull in character—when she 
was on her feet; not present when she lay down. 
Voided about once every hour, passing large amounts 
of urine. Pus in the urine for three months. Fifteen 
years ago a diagnosis of heart disease was made. 

Physical examination: Head and neck, negative. 
Several teeth absent. One of her teeth had re- 
cently been extracted and from its socket a dis- 
charge exuded. Examination of the heart: Apex 
beat visible in 5th interspace, not diffuse; no thrill; 
a systolic murmur at apex transmitted into axillary 
space. ‘xamination of abdomen negative. Ex- 
tremities, negative. 

Blood count: Whites 7,400; hemoglobin 55 per 
cent. Blood pressure: Systolic 118; diastolic 66. 
Thalein test: Appearance time five minutes, and a 
total output of 80 per cent. in an hour and a half. 


August, 1929 


Examination of the urine showed Gram negative 
rods, belonging to Alcaligenes Group, and B. Coli. 
Blood cultures showed steptococcus viridans. 

Diagnosis: A diagnosis of malignant endocarditis 
was established. 

Case No. 5. Miss G. S., aged twenty-five, single. 

Previous illnesses: Patient stated she had scarlet 
fever when she was two years old, inflammatory 
rheumatism at the age of eight. The attack of in- 
flammatory rheumatism lasted about two months, at 
which time a doctor told the family she had valvular 
disease of the heart and a weak heart. Appendix 
was removed ten years ago. 

Present complaint: Frequency of urination, noc- 
turia, pus in the urine, chills and fever, headache, 
malaise, nausea and vomiting, and feeling of weak- 
ness. 

Six weeks before admission to the hospital she 
was suddenly seized with attacks of chills and fever, 
temperature rising as high as 102° F. The follow- 
ing evening, nausea and vomiting. IIl at home for 
ten days and then sent to a hospital for observation; 
remained for three days; pus found in several of the 
urinary specimens. While in the hospital began to 
have frequency of urination; urinated as often as 
twelve times a day and once at night. 

General physical examination: A fairly well- 
developed and well-nourished body. Pupils: Equal 
and react to light. Eyes negative. Teeth in good 
repair. Thyroid negative. 

Examination of the heart: -The apex impulse was 
outside of the nipple line in the 4th interspace. At 
the apex, a soft systolic murmur; a doubtful pre- 
systolic murmur; no thrill. 

Lungs negative. Spleen not palpated. Liver not 
enlarged. No petechiae. History of two sore 
fingers last week. 

X-rays, negative for stone. 

Blood chemistry: Urea nitrogen 13.56, uric acid 
2.68, creatinin 1.14, non-protein nitrogen 28.28. 

Blood cultures: Streptococcus viridans isolated. 

Blood count: Reds, 4,816,000; whites, 9,100; hem- 
oglobin, 65 per cent. 

Diagnosis: A diagnosis of malignant endocarditis 
was made. 

Case No. 6. A. S., aged twenty-two. 

Present complaint: Painless hematuria of five 
months’ duration, during which time the urine has 
never entirely cleared up; thinks that it is more 
bloody in the morning than at any other time. Never 
passed a clot of blood. No frequency of urination, 
no urinary symptoms. 

Physical examination: Temperature 101, pulse 
100, marked pallor of the skin and mucous mem- 
branes. Heart: Distinct apical pulsation in the 
fifth interspace, high accentuation of the second 
pulmonic, a mitral murmur and a slight murmur of 
aortic insufficiency. Lungs negative. Abdomen: A 
tumor mass in the left upper quadrant. Liver: Pal- 
pable below costal arch. Uurinalysis: Bloody, Sp. 
gr. 1.015, acid, no sugar, albumin, red blood cells, 
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epithelial cells and leukocytes; no tubercle bacilli. 
Subsequent urinalysis showed granular casts. 

Blood count: Hemoglobin, 60 per cent.; reds, 
3,500,000; whites, 4,500. 

Cystoscopy : Bladder negative. From the left 
ureteral orifice bloody urine emitted in spurts. 

A tentative diagnosis of tumor of the left kidney, 
with bleeding, was made. It was then decided to 
inflate the colon. Colonic distention showed the 
tumor mass anterior to the colon, demonstrating 
that the tumor was not of renal origin, but splenic. 
Subsequent cystoscopy showed bleeding from the 
right side. 

Post mortem: Chronic endocarditis of the mitral 
valve, enormously hypertrophied heart, enlargement 
of the mediastinal glands, cyanotic induration of 
the liver, chronic splenic tumor with infarcts, and 
bilateral hemorrhagic nephritis. 

Case No. 7. Mr. P. W., referred by Dr. George 
Dick. 

Present complaint: Hematuria, general weakness, 
nausea, cough, temperature, swelling of the ankles 
and excessive expectoration. Two years before ad- 
mission began to feel a bit below par. One year 
later noticed that he did not have the same strength 
as before and four months before admission his 
general weakness became very pronounced. Daily 
temperature for four months; also a cough. Hema- 
turia for about four weeks and swelling of the 
ankles for two weeks. 

Examination by Dr. Dick: A few crepitant and 
subcrepitant rales in the apex of the right upper 
lobe. Heart: A palpable thrill over the apex; also 
a presystolic rumbling followed by a loud systolic 
murmur. The second aortic sound was accentuated. 

X-rays: Negative for stones in the genito-urinary 
tract. 

Uurine: Albumin 2+ and blood 4+, a few finely 
and coarsely granular casts, many red blood cells 
and a few leucocytes. 

Cystoscopy: Bladder negative. Ureters cathe- 
terized. Urine from the left catheter bloody; from 
the right blood tinged. Cultures, sterile. Smears 
for tubercle bacilli, negative. Blood cultures, nega- 
tive. 

Blood chemistry: Urea 204, uric acid 5.6, crea- 
tinin 6.2, total non-protein nitrogen 128, Pyelograms 
were not made. 

The diagnosis was chronic thrombo-ulcerative 
endocarditis and hemorrhagic nephritis. 


LESIONS OF THE GASTRO-INTESTINAL TRACT 


Lesions of the gastro-intestinal tract consti- 
tute, perhaps, the most frequent group that must 
be differentiated and of these various lesions 
probably the most common of all is appendicitis, 
Its differentiation, while generally simple, is not 
made nearly so often as it should be, a fact that is 
evidenced by the large number of patients who 
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are seen each year by the urologist for the relief 
of urinary symptoms, in whom an appendectomy 
has failed to effect a cure. This point has been 
emphasized so often that it may be dismissed 
with one word of warning, to wit: at very rare 





Fig. 3. Congenital dystopia of right kidney. Pyelo- 
gram was made to determine the cause of lower right 
quadrant swelling. 


intervals the differentiation between acute appen- 
dicitis (with some blood cells and leucocytes in 
the urine) and an acute pyelitis may be ex- 
tremely difficult. Under these circumstances the 
patient should be given the benefit of the doubt 
und an exploratory done after ample consulta- 
lion. 

It is easy to see how a mistake of this kind 
may be made; for example, take a patient who 
has had many attacks of pyelitis, such as re- 
lapsing pyelitis with each succeeding pregnancy. 
In case a patient of this type develops acute 
appendicitis, it is easy to understand how the 
attack may be overlooked, and the symptom- 
complex attributed to a lighting up of an old 
infection in the kidney pelvis. 
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LESIONS OF THE GALL BLADDER 


Chronic cholecystitis, with or without stones, 
may often be confused with lesions of the right 
kidney. While not at all common, cases have 
come under observation in which a double lesion 
was present, namely, stones in the right kidney 


@ 


ll stone 


& Kidney stones 


Multiple kidney stones on left side. Solitary 
gall stone on right side. 


Fig. 4. 


and stones in the gall bladder. Since the ad- 
vent of cholecystography, discovered by Graham 
of St. Louis and developed by him to a high 
(legree of perfection, this sort of differential diag- 
nosis has undoubtedly become simplified. Before 
Graham’s epoch-making work, reliance had tu 
be placed upon pyelograms. 

This subject can best be discussed under the 
following three headings: 1. Cases of choleli- 
ihiasis which call for differentiation from kidney 
stone. 2. Cases in which both gall-stone and 
kidney stones are present in the same patient, 
a combination which brings up for discussion 
the number of symptoms due to the one lesion 
or the other. 3. Patients who have gall-stones 
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plus the other lesions of the genito-urinary tract 
other than stone, such as cases of hydronephrosis, 
with or without infection, strictures of the ure- 
ter, ete. 


Case No. 8. Mrs, A. K., aged fifty. Six months be- 
fore coming under observation the patient was oper- 
ated upon for trouble in her right kidney. The nature 
of the operation was not known to the patient. 

Previous history: Negative; also family history. 

Present complaint: Pain in the right upper quad- 
rant where is present a tender mass. Present illness 
began four and a half years ago. While washing, 
the patient was caught with a sudden, severe pain in 
the right flank, which recurred whenever she exer- 
cised. No relation to bowel movement. There has 
never been blood in the urine. Four years ago she 
noticed a tender mass in the abdomen—below the 


Gall stone 





Fig. 5. Normal Pyelogram. Shadow under discus- 


sion due to large gall stone. 


right costal margin. Tenderness has increased, but 
in her opinion the mass has not become larger. 
Physical examination: Head and neck, negative. 
Abdomen: Smooth, palpable mass in the right upper 
quadrant, firm in consistency, but freely movable; 
slightly painful when moved. A more careful ex- 
amination of the mass gave the impression as though 
the kidney can be palpated. Liver not felt. Spleen 
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not palpable. Left kidney negative. 

Cystoscopic examination and ureteral catheriza- 
tion, negative. 

Pyelograms: Kidney pelvis at the level of the 
third lumbar and rather large; calyces within normal 
limits, findings negative. 

Diagnosis: Chronic cholecystitis. 

Operation showed the presence of a chronic chole- 
cystitis. 

The diagnosis in this case, namely, gall blad- 
der disease, was made by exclusion, since the 
differential diagnosis involved the question of 
whether the tumor felt was kidney or gall blad- 
der. The diagnosis of gall bladder lesion was 
made because of a normal pyelogram. 

Case No. 9. R. F., aged forty-one, referred by Dr. 
Arthur Fischer. 

Previous history: Negative. 

Present complaint: Burning at neck of bladder, 


RIGHT 





Fig. 6. Right pyelogram shows a slight hydrone- 
phrosis. Shadow under discussion, extra renal and 
due to gall stone, verified at operation. 


dribbling at end of urination, urgency of urination, 
backache, burning in stomach, and gas in stomach 
and bowels. 

The patient had been troubled with burning in the 
stomach and gas in bowels for about six years be- 
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fore coming under observation. Previous x-rays of 
the stomach were negative. Urgency of urination 
came on several weeks ago; in case the urine was 
not voided when he had the desire, a pain at the 
neck of bladder occurred. 

Physical examination: Head and neck negative. 
Lungs negative. Heart: Extra systole followed by 
a long compensatory pause about every third beat; 


' 
Gall stones 
filling gall bladder 


RIGHT 





Fig. 7%. Right hydronephrosis with infection. Gall 
bladder felt with stones. Operation: Removal of 
gall bladder and pelvic lavage for renal condition. 


a soft to and fro brush over apex. Abdomen: Liver 
and spleen not palpable; no masses. Rectal: Nega- 
tive. 

Cystoscopic examination: Bladder negative ex- 
cept for a slight notch above; ureters normal. 

Catheterized urines were free of pus and sterile 
upon culture. 

Roentgenograms: Three round shadows a little 
smaller than a dime in the region of the right 
kidney. Pyelogram, right: A normal pelvis situ- 
ated at some distance from the shadows. Blood 
count: Reds, 4,720,000; whites, 7,800; hemoglobin 
85 per cent. : 

Diagnosis: Cholelithiasis. 

Case No. 10. Mrs. S. P., aged fifty-five, referred 
by Dr. R. Woodyatt. 

Previous history: 
ago she had diabetes. 

Present complaint: Chill, pain on right side, burn- 
ing on urination, frequency and nocturia. 


Patient was told three years 
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Patient was in good health apparently until four 
days ago, when she had a chill followed by sharp 
pains radiating from the right flank to the perineum; 
also vomited. An aching pain in the right flank has 
continued. Nocturia occurred twice in the past two 
weeks. Burning on urination and nocturia have 
been present intermittently since seven years ago. 

Physical examination: Head and neck, negative. 
Lungs, negative. Heart: A soft blowing systolic 
murmur heard over entire precordium and _ trans- 
mitted to left axilla. Abdomen: Spleen not pal- 
pable. Tenderness in right lumbar region poster- 
iorly. Palpable right kidney which is irregular and 
hard. On the right side a large, smooth mass ex- 
tending from the costal margin to the ileum. 

Cystoscopic examination: Bladder negative, ex- 
cept that it is dislocated to the left. 

Catheterized urines showed pus in the bladder, 
right and left kidneys and B. Coli on culture. 

X-ray: Very large, soft part shadow filling the 
right side of abdomen from costal margin to crest 
of ilium. Some question whether this is large kid- 
ney outline or large right lobe of liver. Within the 
upper part of this area is a very dense shadow with 
smooth margins having the size and shape of gall 
bladder. 

Pyelogram, right: The dense shadow having the 
appearance of gall bladder lies outside the greater 
part of the pyelogram shadow. Two large areas of 
decreased density within this heavy shadow. Pyelo- 
gram negative. 

Blood count: 3,760,000 red cells, 10,800 leucocytes, 
74 per cent. hemoglobin. 

Diagnosis: Chronic cholecystitis and cholelithiasis. 

Operation showed the presence of two hickory nut 
sized stones in the gall bladder. 

Case No. 11. Mrs. M. B., aged thirty-nine, referred 
by Dr. Fred P. Patton. 

Complaint: Acute attacks of pain in the right 
upper quadrant, nausea and vomiting. 

For the past two and a half years the patient has 
had five attacks of pain in the the right upper 
quadrant localized chiefly under the ribs, but radiat- 
ing through the back at the same level. No jaundice 
with attacks. 

Physical examination: Head and neck, negative. 
Lungs, negative. Heart, negative. Abdomen: 
Slightly tender to deep palpation in epigastrium and 
right hypochondriac region. Severe tenderness in 
right lumbar region posteriorly upon deep palpa- 
tion. Liver, spleen and kidneys negative. 

Cystoscopy: Bladder negative. Ureters normal. 

Catheterized urines were free of pus and sterile 
upon culture. 

Pyelogram, right: Kidney pelvis at level of the 
first lumbar. Pyelogram within normal limits. 
Ureter negative. 

Blood count: 4,400,000 red cells; 13,000 leucocytes; 
70 per cent. hemoglobin. 

Diagnosis: Chronic cholecystitis and cholelithiasis. 














Operation: 
a large number of small stones. 


LESIONS OF THE LIVER 


Prolapse of Liver. A prolapsed kidney is 
rather common; on the other hand, a prolapsed 
liver occurs seldom. Therefore, under certain 
circumstances when a diagnosis, or a suspect 
diagnosis is made, of a ptosed organ, one would 
naturally be of the opinion that the palpable 
tumor in the right upper quadrant was kidney 
and not liver. Some confusion may arise in 
this differential diagnosis based upon physical 
signs, if the patient states that he passed bloody 
urine at some time prior to coming under obser- 
vation. It would be easy, therefore, to couple 
the palpable mass in the right upper quadrant 
with the hematuria and to venture, for example, 
in an elderly person a diagnosis of malignant 
disease of the right kidney. This would appear 
to me almost conclusive evidence substantiating 
the diagnosis of malignant disease, and yet one 
might very easily be led astray to the extent of 
performing an operation upon the kidney when 
the kidney is clearly not the organ at fault. 
Differentiation, of course, can be made simply 
and easily by means of pyelogram. I shall re- 
port two cases of prolapse of the liver which 
we have had under observation. In each instance 
the diagnosis was made from the fact that the 
pyelogram showed the kidney to be normal and 
in its normal position, the x-ray exposures hav- 
ing been made both in the standing and lying 
positions. 

Case No. 12. Miss W. W., aged forty years. Re- 
ferred by Dr. D. P. Abbott. 

Patient complained of pain in the right side, nau- 
sea, attacks of epigastriac pain, and pain in left arm 
and shoulder. 

Examination showed the head and neck negative. 
Heart and lungs negative. A firm, slightly tender 
mass was felt in the upper right quadrant. There 
was some respiratory mobility. Spleen and liver not 
palpated. 

Cystoscopy: Bladder and ureteral orifices normal. 
Catheterized urines were free of pus and sterile upon 
culture. 

Right pyelogram showed the kidney outlines vis- 
ible and in normal position. Pelvis normal in out- 
line and position. There was a fairly dense shadow 
which extended downward to the crest of the ilium. 
It seemed to be a prolongation of the liver shadow. 

Blood count: Whites, 9,800; hemoglobin, 90 per 
cent. 


Diagnosis: Ptosis or prolapse of liver. 
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Case No. 13. Mrs. M. B., aged sixty-two, referred 
by Dr. Wm. G. Willard. 

Previous history: Negative except for rheumatism 
in shoulder and arm. 

Present complaint: Hematuria, urgency, short- 
ness of breath, weakness and tiredness, and loss of 
weight. 

In the past year patient has lost 10 pounds, and 
has felt weak and tired without apparent cause. Ten 
days ago had a feeling of urgency every ten or 
fifteen minutes and would pass a small quantity of 
urine mixed with blood. The urgency was intense, 
and coincident with it there was a burning sensa- 
tion in the bladder. Both urgency and burning sen- 
sation continued for ten days, and thereupon only 
the urgency, but this did not keep her awake at 
night. Prior to the attack, her habit was to get up 
once during the night to urinate, but during the 
attack she urinated twice. The urine came slowly 
and she had to force it out. 

Physical examination: Eyes, negative. Heart and 
lungs, negative. Abdomen, rigid on both sides, but 
more on right than left. There was a hard mass in 
the right upper quadrant which produced tenderness 
upon pressure over the bladder; slight respiratory 
excursion. 


Cystoscopic examination: Bladder capacity is 


good. It is normal except for prominent vessels 
on trigone. Both ureters catheterized without ob- 
struction. Catheterized urines were free of pus and 


sterile upon culture. 

X-rays: Negative for stone shadows in the uri- 
nary tract or gall bladder region. Kidney outlines 
within normal limits. A very long right lobe of the 
liver extended well down over the right crest of the 
ilium. The bones are atrophic. 

Pyelogram, right: The kidney pelvis at the level 
of the first lumbar, and normal. Pelvis is rather 
long and at right angles with the upper end of the 
ureter. The superior calyx is. perhaps a little broad 
and somewhat rounded. Otherwise pyelogram is 
within normal limits. 

Blood count: Reds, 4,800,000; whites, 8,400; hemo- 
globin, 90 per cent. Blood pressure: Systolic 138, 
diastolic $4. 

Blood chemistry: Urea 38.02, uric acid 2.76, 
creatinin .76, non-protein nitrogen 44.40. 

Catheterized urines were free of pus and sterile 
upon culture. 

Diagnosis: Prolapse of liver. 


Besides prolapse of the liver there are other 
lesions of the liver that might very easily, under 
certain circumstances, call for differentiation 
from lesions in the right kidney, and this par- 
ticularly in cases of tumor in which a differentia- 
tion between a tumor of the liver and kidney 
might be called for. And the reverse might be 
true under certain circumstances in which tumor 
of the liver might readily and logically call for 
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a differential diagnosis between liver and kidney. 
On the other hand, a patient might have a lesion 
of the right kidney and at the same time be suf- 
fering from a lesion of the liver, under which 
circumstances two diagnoses are necessary. In 
those instances in which a patient has a very fat 
abdominal wall and necessarily palpation is ex- 
ceedingly difficult, this procedure is far from 
being an important factor in establishing a dif- 
ferential diagnosis. 

Case No. 14. Mrs. M. C., aged sixty-five, referred 
by the late Dr. B. W. Sippy, complained of pain in the 
abdomen, nausea and vomiting. Ten days before admis- 
sion to the hospital patient complained of a severe 
pain in the abdomen which began on the right side 
and was located along the lower rib margin. The 
pain did not radiate downward. She had had four 
attacks of pain since the onset of her first attack. 
A year before there was pain of short duration in 
the abdomen. During some of the attacks nausea 
and vomiting occurred. ; 

General physical examination by Dr. B. W. Sippy 
was negative. Examination of the abdomen showed 
a swelling in the right upper quadrant. Palpating 
from the right lumbar region and pressing forward, 
motion was transmitted directly through a mass. 
Slight pressure exerted in the lumbar region was 
transmitted to this mass. : 

X-rays: Colon apparently anterior to the palpable 
tumor, it being possible to dispiace the barium mix- 
ture by pressing over the colon. On account of the 
weight of the patient and the gas in the bowels, the 
kidney outline was not well shown. 

Cystoscopy and catheterization of the ureters, 
negative. Urine: No pus and sterile on culture. A 
right pyelogram showed the kidney pelvis at the 
level of the second and third lumbar. The minor 
calyces were not well defined. The outline of soft 
parts tumor could be seen. 

Diagnosis: In view of the fact that the pyelograin 
was normal in all details the kidney was excluded 
as being involved and a diagnosis of carcinoma of 
the liver was made. 

Confusion might occasionally arise in in- 
stances in which the patient has a frank urinary 
tract disease and which symptom-complex is 
overwhelmingly urinary in character. The 
patient, however, might have a lesion of the liver 
running a more or less silent course, and unless 
a careful, critical study is made, the lesion of the 
liver might be the more serious and the more im- 
portant of the two lesions. Under certain circura- 
stances the differentiation might not be quite so 
simple. Perhaps some confusion might arise 
where the lesion of the liver is not so well defined 
as to make it obviously a matter of liver patl- 
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ology and in which the liver changes occur while 
the patient is under observation. If this enlarge- 
ment of the liver takes place while the patient is 
under observation and if a self-evident urinary 
lesion is present, it would be easy enough to in- 





Metastatic 
carcinoma 
of liver 





Fig. 8 Large mass in right side of abdomen. 
Pyelogram made to rule out tumor of right kidney. 
Pyelogram normal. 


terpret the swelling in the right upper quadrant 
as kidney instead of liver. That this may occur 
is evidenced in the following case, in which the 
patient was sent in with a tentative diagnosis of 
tuberculosis of the kidney and bladder, and while 
under hospital observation a tumor developed in 
the right upper quadrant, making it relatively 
simple to diagnose a renal tuberculosis. But this 


diagnosis proved to be incorrect for the patient 


had a bilateral renal infection, strictures of the 
ureter, and ulcer of the bladder, associated with 
leukoplakia. The tumor mass in the right upper 
quadrant was due to metastatic carcinoma of the 
liver secondary to carcinoma of the gall bladder. 

Case No, 15. Mrs. T. M., aged forty-four, referred 
by Dr. E. Spiegelberg. 

Previous History: Negative. 


Present Complaint: Pain in right side, frequency 


and pain on urination, and nocturia. 


About two weeks before coming under observa- 
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tion patient was suddenly seized with an attack of 
severe, sharp pain on the right side, which started 
under the right costal margin and radiated out, the 
attack lasting about eight hours. Two days later 
another attack occurred and this time the pain radi- 
ated from under the right costal margin to the back. 
Since the second attack a dull aching pain under 
the right costal margin has been present. Nocturia 
for twenty years; at first once during the night, but 
at present three to four times each night. Fre- 
quency of urination was first noticed about three 
years ago and gradually increased until it was neces- 
sary to urinate every two hours. The aching pain 
in the bladder was always relieved by urination. 
Physical Examination: Head and neck negative. 
Heart and lungs negative. Abdomen: A palpable, 


tender mass in the upper right quadrant. Spleen 
not palpable. 
Cystoscopic Examination: Bladder sensitive. 


Flakes of pus adhering to bladder mucous mem- 
brane. Ureters normal. Some nodules on posterior 
wall behind the right ureter. 

Catheterized Urines: Pus in the bladder, also in 
right and left kidney urines. A Gram negative rod 
upon culture in the bladder and right kidney. T. B. 
negative. Guinea pigs, negative. 

X-ray: A small, round density on the right side 
in the region of the right kidney pelvis; numerous 
phleboliths in the pelvis, one of which was quite 
large, raising the question of a possible ureteral 
stone. 

Pyelograms: 
right kidney ending in a dime-sized round pocket at 
the level of the third lumbar. Below this the solu- 


tion followed an irregular, jagged course. Just be- 
low this pocket a small rounded area of decreased 


density surrounded by the filling solution. This 
shadow is due to a kidney stone which blocks the 
filling of the kidney. 

The patient returned to the hospital after three 
weeks at which time she also complained of a feel- 
ing of fullness after eating, vomiting, jaundice for 
twenty-four hours, and pain in epigastrium. 

Examination: The sclera and skin were definitely 
jaundiced, The abdomen was not distended. The 
epigastrium was almost entirely filled with a pal- 
pable mass, which extended down to 2 cm. of the 
navel. The mass which seemed to be enlarged 
liver had become exquisitely tender. 

Carcinoma of the stomach with meta- 
Exploratory operation was ad- 


A small amount of solution in the 


Diagnosis: 
stasis to the liver. 
vised. 

Operation: 


bladder with nodules in the liver and obstruction to 
the bile ducts. 


Case No. 16. Miss T. C, aged forty-eight. Previous 


History: Seven years ago patient had attacks of severe 


pain in the bladder, associated with retention of urine 


and hematuria. Condition cleared up with local treat- 


ment. 


Present Complaint: 


Revealed a carcinoma of the gall 


For the past four years 
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patient has had periods of bladder distress, pain, 
burning, retention of urine during daytime, and noc- 
turia, associated with constipation and jaundice. No 
pain or vomiting accompanied the jaundice, which 
has been present for about one year. 

Physical Examination: Lungs, negative. Heart, 
left border just outside nipple line, otherwise nega- 
tive. Abdomen, very much distended and tense. No 
palpation possible. There is a shifting dullness. 

Cystoscopic Examination: Bladder capacity ex- 
ceedingly limited. An indentation of the posterior 
wall of the bladder. 

Pyelograms: Right, a good filling of the pelvis 
and inferior and middle calyces. Tip of superior 
calyx visualized, but the solution stops abruptly at 
the junction of the superior calyx with the pelvis, 
producing a filling defect. 

Catheterized urines were free of pus and sterile 
upon culture. Blood Count: 4,300,000 red cells, 
16,800 leucocytes and 85 per cent. hemoglobin. 

Rectovaginal Examination: A uniform distention 
of the pelvic diaphragm due to over-distention of 
abdomen, 

Exploratory Operation: The liver was extremely 
nodular and one-half the normal size. Right ovary 
was cystic and about the size of an orange. This 
was removed. 

Diagnosis: 


liver. 


Right ovarian cyst and cirrhosis of 


MALIGNANT DISEASE OF THE LARGE INTESTINE 


Malignant disease of the large intestine has a 
symptomatology quite distinctive, as a rule, so 
that a carefully elicited history is a clew that 
helps to differentiate between this lesion and 
malignant disease of the bladder. In spite of 
this fact, the error is occasionally made of oper- 
ating upon the bladder instead of operating upon 
the rectum or sigmoid. Not only can and does 
this occur after a careful history has been taken, 
but this error may also be made after carefui 
cystoscopy. The fact that the bladder is often 
involved and sometimes involved early in cases 
of primary carcinoma of the rectum and sigmoid 
is one reason why the men, who are doing much 
of this type of gastro-intestinal surgery, request 
almost routinely a careful cystoscopic study of 
the bladder before the carcinoma is operated 
upon. 

Naturally one would hesitate to advise patients 
to have an extensive operation for carcinoma of 
the rectum should there be bladder involvement. 
The determination of which organ is the pri- 
mary seat of malignant disease also is confusing 


in instances in which the tumor in the bladder is 
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as large or slightly larger than the tumor in the 
rectum. 

Case No. 17. S. K., aged sixty-two, complained of 
difficulty in urination, pain in the left side of the back, 
constipation, pain in the rectum and epigastrium. For 
six months before admission had had more or less diffi- 
culty on urination associated with pain. Stated it 
was difficult to start the stream and the stream was 


small. For six months suffered from constipation 








Fig. 9. Note depression in left renal pelvis due to 
carcinoma of the large bowel. 


and was obliged to use laxatives frequently. Some 
indefinite abdominal discomfort more marked in the 
region of the right kidney. Six months previously 
began to have pain in the rectum, aggravated by 
bowel movement. 

Physical Examination: Head and neck, heart and 
lungs, negative. Marked tenderness in the epigas- 
trium and a hard mass could be palpated in the left 
lower quadrant. 

Rectal Examination: A normal prostate. Above’ 
the prostate, a hard mass extending backwards to 


the sacrum, which at first gave one the impression 
that the base of the bladder was infiltrated. 


Provisional Diagnosis: Carcinoma of the bladder 
involving the rectum. 


Cystoscopy: A tumor situated on the base of 
the bladder, extending from about the middle of 
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the trigone backwards to the posterior wall and ele- 


vating the bladder neck. The bladder mucous mem- 


brane over the tumor normal. X-rays, negative 


for stone. 
A review of the history coupled with the finding 


led us to believe that the tumor was primarily in 


the rectum with a secondary involvement of the 
bladder. 


Another type of malignant disease of the 
bowel which is apt to cause confusion is that in 


which the patient has an organic disease of the 


genito-urinary tract, the symptoms of which 


overshadow the bowel lesion although the latter 


is the more serious and demands surgical inter- 
vention more urgently than does the lesion in 


the bladder. This is illustrated by the follow- 
ing case in which the patient was treated for 


cystitis and enlargement of the prostate for sev- 


era) months before coming under observation. 
Case No. 18. Mr. E. B. C, aged sixty-four, re- 


ferred by Dr. Sarah Brayton, gave the following 


history : 


Previous Illiness: Irrelevant. 

Present Illness: Three years ago patient first 
began to notice that he was obliged to urinate more 
frequently than had been his habit. At the pres- 
ent time he is obliged to arise two or three times 
at night and to void every two to three hours during 
the day. Associated with this frequency there is 
an urgency, so that he must respond at once or a 
few drops of urine escape. Painful urination has 
been present for several years. The pain is located 
in the urethra and is present only during urination. 
Pus was found in his urine nine months ago. He has 
been treated by prostatic massage, bladder irriga- 
tions and electricity to the prostate through the 
rectum. Has had arthritis in his right knee for two 
or three years for which he has received high fre- 
quency treatments. 

Physical Examination: Heart and lungs, nega- 
tive. The liver, kidney and spleen, not palpable. A 
distinct point of tenderness three fingerbreadths 
above the left anterior superior spine of the ilium. 
Palpation reveals the presence of a tender mass in 
the left lower quadrant. Rectal examination shows 
slight enlargement of the prostate and stripping 
shows pus. 

Urinalysis: A trace of albumin, a trace of blood, 
no sugar, some pus and amorphous deposits. Cul- 
tures of the urine, sterile. 

X-ray: Stone in the pelvis of the left kidney. 

Further investigation of the area of tenderness 
in the left lower quadrant, which increased in intensity 
while the patient was under observation, led to a 
diagnosis of carcinoma of the descending colon. An 
intestinal obstruction subsequently developed for 
which a colostomy was done. Patient was dis- 
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charged from the hospital with the colostomy 
opening. 

It is perfectly evident in the light of subsequent 
events that this patient’s intestinal lesion was of 


much more importance than his genito-urinary 
disease, but the former lesion had been appar- 
ently overlooked before coming under observa- 


tion. 
TUMORS OF THE MESENTARY 


Lesions of the mesentery are rare, but, even so, 


their rarity does not exclude them from present- 
ing certain signs and symptoms which call for 


differentiation from some lesions of the genito- 
urinary tract. That this type of lesion does 


occur is illustrated by the following case seen 


with the late Dr. B. W. Sippy: 


Case No. 19. The patient entered Presbyterian Hos- 
pital January 3, 1918, complaining of a tumor mass in 
the abdomen and an infectiom of the right kidney. 
Stated that about December 4th had intermittent 
attacks of pain of moderate severity radiating from 
the right kidney to the pubes. A physician who 
was called examined the urine and told him that it 
contained stones. Immediately following this at- 
tack he had a feeling of distention and pressure over 
the entire abdomen. Another physician was called 


and diagnosed a tumor mass in the abdomen. Fol- 


lowing the attack he had two or three mushy bowel 


movements every day. The distention disappeared 
and it was his impression that the circumference of 
the abdomen was less than formerly. Just before 
coming under Dr. Sippy’s observation he was 
cystoscoped and told that his right kidney contained 
pus and colon bacilli. 

Physical examination of the abdomen by Dr. Sippy 
showed a smooth uniform mass filling the greater 
part of the abdomen and more prominent on the 
right than on the left side. The mass extended 
from the limit of the right abdominal wall to the 
mammary line on the left above and terminated just 
below the ensiform. Below, it extended half-way 
between the umbilicus and the pubes. There was 
a slight lateral and a definite respiratory mobility. 
On palpating the surface of the mass it seemed to 
disappear under the right costal arch. On deep 
lumbar palpation it was possible to elevate the mass 
but there was no impression that it developed from 
the lumbar region. Fluoroscopy of the colon, nega- 
tive. Rectal examination, negative. Examination 
of the central nervous system, negative. 

Cystoscopic Examination: A few submucous 
hemorrhages near the right ureteral orifice. Ureteral 
Catheterization: Clear urine from both sides. The 
Wassermann test, negative. Examination of a fresh 
specimen of urine: Specific gravity 1010, acid reac- 
tion, no albumin or sugar, 2 granular casts and a 
few leucocytes. Culture was sterile. 
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Blood Count: 4,440,000 red cells, 7000 leucocytes 


and 78 percent hemoglobin. 

The urologic interest in this case was two-fold, 
first, the patient was told that his urine showed 
the presence of infection and that pus and stones 
were recovered from the specimen; second, while 
it did not seem likely that the tumor was renal 
in origin it seemed advisable to make a pyelo- 
gram in order to exclude definitely this point if 
this were possible. The pyelogram showed a 
perfectly normal kidney peivis and the kidney 
was therefore excluded as the seat of origin for 
the tumor. 

A tentative diagnosis of sarcoma of the 
omentum was made. Operation was performed 
ivy Dr. A. D. Bevan who found a fibroma of the 
mesentery. 

ACUTE DIVERTICULITIS 

With the passing of time many lesions that 
vesterday were regarded as rarities are common 
To this group belong cases 
Although 
these cases are being recognized with greater fre- 
quency, those-having a genito-urinary aspect or 


As a rule, in 


occurrences today. 
of diverticulitis of the large bowel. 


complication are not so common. 
practically all cases of this type there is a history 
of a primary intestinal or gastro-intestinal upset. 
‘hus, in a certain number of these cases in which 
perforation of the diverticulum into the bladder 
results, it is often interpreted as a secondary 
group of symptoms instead of a primary. Here, 
again, a careful history plays an important part 
in unraveling the problem. Cases of diver- 
ticulitis with perforation into the bladder and 
resulting severe cystitis have been confused with 
malignant disease of the bladder and bowel. The 
problem may be somewhat difficult to solve even 
when cystoscopy is carried out. Careful inter- 
pretation of the symptoms together with careful 
and complete examination of the abdomen and 
gastro-intestinal tract has aided us in making 
a diagnosis of diverticulitis on several occasions. 
As an illustration the following case may be mer- 
tioned : 

Case No. 20. The patient, a male, aged forty-five, 
referred by Doctors Merki and Apfelbach, complained 
of a crackling on urination which had been present for 
ix weeks, pain in the bladder and bladder spasm 
which had been present for five weeks. Previous to 


coming under observation he had been cystoscoped 
three times. The first two reports were that he had 


HERMAN L. KRETSCHMER 129 


a carcinoma of the bladder and the third that no 


carcinoma was present. 


His trouble began, six weeks before consulting 


us, with constipation, for which he took a cathartic 


and enema. Four four days he had cramps in the 
bowel and tenesmus associated with mushy stools. 
He attributed this difficulty to the eating of canta- 
loupe. A proctoscopic examination was made at 
this time and a diagnosis of mucous colitis made. A 


few days later the patient noticed crackling and gas 
on urination and that the urine contained the 


bismuth he was taking by mouth. Examination of 
the urine showed vegetable matter under the 


microscope. 
General physical examination, negative. 


Examination of the urine: A trace of albumin, no 
sugar or blood, some pus and an occasional granular 


cast. Culture of the urine showed colon bacillus. 
X-ray: Negative for stone. 


Wassermann test, negative. 

Rectal examination, negative. 

Cystoscopic Examination: A small polypoid mass 
hanging from the neck of the bladder, a definite 
median bar, and an area of edema in the posterior 
wall which was covered with adherent, muco-pus. 
No fistulous opening could be seen though it was 


believed it was located in this area of edema. 
Following the cystoscopic examination the patient 


had an acute exacerbation of the diverticulitis which 
was treated with hot applications. The patient was 


advised to go South to recuperate and to return later 
for operation. 

Undoubtedly the sequence of events in this 
patient’s case was about as follows: The eating 
of the raw cantaloupe had nothing to do with 
his illness. The attack that was diagnosed as 
mucous colitis was really a diverticulitis which 
perforated into the bladder and was evidenced 
by the crackling noise on urination several days 
later. 

Not all cases of diverticulitis result in perfora- 
tion into the bladder. Diverticulitis and the re- 
sulting peridiverticulitis cause adhesions between 
the intestines and the bladder, as a result of 
which the patient develops certain urinary symp- 
toms. Cases of this kind have been noted but 


are omitted from this discussion. 
LESIONS OF THE PANCREAS 


Here, as in other problems, the differential 
diagnosis may be classified under two groups, 
those in which there is a lesion of the urinary 
tract as well as a lesion of the pancreas, and 
those in which a pancreatic lesion must be ex- 
cluded from a lesion of the kidney. In the ordi- 


nary case in which the patient presents a pan- 
creatic lesion, it may be very easily confused with 
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a lesion of the right or left kidney, often with a 


malignant tumor of the kidney, and in certain 


cysts of the pancreas confusion may arise between 


it and a hydronephrosis. Indeed, the two condi- 





Fig. 10. Large left hydronephrosis is the cause of 
indefinite abdominal pain. 


tions may be present in the same case, as for 
example when the cyst exerts pressure on the 
ureter, producing a hydronephrosis, in which 
event the picture may be that of a_hydro- 
nephrosis. Cases in which the cyst compresses 
the pylorus or the duodenum with resulting 
symptoms of gastrectasis and vomiting, cases in 
which the common bile duct is compressed so 
that the patient has jaundice, and cases in which 
ascites is present as a result of compression of 
the portal vein, form a group that obviously does 
not call for a differentiation from lesions of the 
kidney. The chief difficulty in this group arises 
from the fact that the presence of a palpable 
tumor is the one and only point up for consid- 
eration in the differential diagnosis. As is well 
known, renal tumors often attain large size with- 
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out the production of symptoms and before they 
are noticed by the patient. 

In the solution of the differential diagnosis the 
one single aid in this particular group of cases 
is a pyelogram. In lesions of the pancreas the 
pyelogram is normal and in this way one is able 
to exclude the kidney. Occasionally there may 
be a small amount of dislocation of the kidney 
pelvis or of the kidney with its pelvis or the 
ureter may be turned out of its regular course 
by the enormous size of the pancreatic cyst, but 
for all practical purposes the outstanding bit of 
evidence is that the pyelogram is normal. A 
case of this type is the following: 


Case No. 21. Mr. J. H. M., aged fifty-five, referred 
by Dr. B. W. Sippy. Patient complained of distress in 
the abdomen, the presence of a tumor mass in the abdo- 
men and frequency of urination The onset of the 
trouble was an acute pain in the abdomen which 
was relieved by taking bismuth and chalk. The 
























































Fig. 11. Showing the outline of a very large pancreatic 
cyst. Pyelogram normal. 


pain continued to come on two hours after eating 
and was relieved by eating. The last attack was 
so severe that he was obliged to take morphin. 
Two weeks after the last attack he noticed a tumor 
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mass in the abdomen. This did not produce symp- 
toms and did not increase in size. He recalled that 
before noticing the tumor he had wondered why he 
was larger on the right side than on the left. 

He complained of frequency of urination during 
the day. Urination was accompanied by smarting, 
but there was no real pain. No nocturia. 

Examination of the patient by Dr. R, C, Brown 
showed a large, firm tumor mass filling the space 
from the ensiform to the umbilicus and causing a 
marked forward bulging in the abdomen. The mass 
was smooth and round. The liver and spleen were 
not palpable. 

Fluoroscopy: The mass disappeared under the 
costal margin on the left side. The transverse 
colon lay below the mass. Rectal examination 
negative. 

Examination of the Blood: 8500 leucocytes, hemo- 
globin 80 per cent, and blood pressure 145/85. 

Cystoscopy: <A well-defined median bar with a 
notch formation above. The trigone was hyperemic. 

X-ray: A dense shadow of the soft parts filling 
the entire upper abdomen. The left pyelogram 
showed the pelvis at the level of the second and 
third lumbar. The calyces were long but not 
dilated. Some dilation of the entire ureter and slight 
angulation opposite to the third lumbar. The kidney 
pelvis was normal and the kidney outline could not 
be seen. The outline of the pyelogram while sharp 
and well-defined could be visualized with difficulty 
owing to the shadow of the tumor. 

In view of the fact that the patient had a normal 
pyelogram and because of the extent of the tumor 
shadow, the kidney was excluded as being the origin 
of the tumor mass. A diagnosis of cyst of the 
pancreas was made. Operation was performed by 
Dr. A. D. Bevan, who found a cyst of the pancreas 
which was drained. 


CARCINOMA OF THE PANCREAS 


It is generally stated that an early sign of 
carcinoma of the pancreas is jaundice. If the 
carcinoma involves the head of the pancreas with 
resulting constriction or closure of the common 
bile duct, severe and permanent jaundice is the 
result. But this type of jaundice may not be 
present until late in the course of the disease, 
and when present rarely does the question of dif- 
ferential diagnosis arise between it and lesions 
of the kidney. On the other hand, a patient may 
present a frank, out and out lesion of the genito- 
urinary tract with symptomatology so grossly 
evident that one is inclined after a somewhat 
cursory examination to make a diagnosis of dis- 
ease of the genito-urinary tract and to institute 
proper urologic treatment. That one can occa- 
sionally be in error because of the presence of a 
more serious lesion than the one in the urinary 
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tract is evidenced by one of our cases in which 


the patient had a carcinoma of the pancreas 
associated with a leukoplakia of the bladder and 


ureter. 
Both lesions may be present and because of the 
prominence of one the other may be overlooked 


as happened in the following cases :* 


Case No. 22. A. K., male, aged fifty-four, com- 
plained of pain in the left kidney region, passage of 
sand and gravel in the urine, pain on urination, fre- 
quency, hematuria, and pus in the urine. He denied 
having had gonorrhea or syphilis. He stated that his 
trouble began fifteen years before, after a severe cold, 
with burning on urination and frequency, so that he 
was obliged to void every few minutes. From that time 
he had more or less urinary disturbance, though he 
would be free from trouble for six months at a 
time. 

The pain in the region of the left kidney had been 
present for several years. The pain was often so 
severe as to require a hypodermic injection of 
morphin. The frequency continued, the patient void- 
ing every hour and sometimes every half-hour dur- 
ing the day and two or three times during the night. 

Physical Examination: Pupils equal in size, react- 
ing to light and accommodation. Some rigidity in 
the left rectus muscle and some rigidity and tender- 
ness in the region of the left kidney along the course 
of the ureter. Liver palpable three finger-breadths 
below ‘the costal arch. Extremities negative. 

Rectal Examination: Prostate negative, seminal 
vesicles palpable. Above the prostate and seminal 
vesicles and above the peritoneal fold was felt a 
hard, irregular, nodular infiltration which was more 
or less crescentic in outline. 

During patient’s stay in the hospital he suddenly 
developed edema of the left leg. Examination by 
Dr. J. B. Herrick disclosed a hard nodule in the 
left inguinal region, the liver palpable three finger- 
breadths below the costal arch, a hard nodule in the 
umbilicus and an enlarged left axillary gland as 
well as the tumor mass previousy found on rectal 
examination. 

Cystoscopic Examination: 
bladder. 

From the clinical findings it was the impression 
that besides having the urinary tract disease he also 
had a carcinoma, probably in the stomach. Exami- 
nation of the stomach contents, however, was nega- 
tive and fluoroscopic examination likewise. Fluoro- 
scopy of the colon showed some spasms, probably 
not carcinoma. In spite of the findings Dr. Herrick 
still believed that the patient had, in addition to the 
urinary disease, a carcinoma somewhere in the 
abdomen and that the mass which could be felt in 
the rectum was a retrograde implantation. 

Diagnosis: Exploratory operation showed the 


A leukoplakia of the 





1. Kretschmer, H. L.: Leukoplakia of the Bladder and 
Ureter, Surg., Gynec. & Obst., 325-389 (Oct.), 1920. 
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presence of grayish white, hard nodules in the liver 
and a primary carcinoma of the head of the pancreas. 

Case No. 23. Mrs. R. H., aged twenty-three, seen 
in consultation with Dr. I. Rabens, at North Chicago 
Hospital. 

Patient complained of dizziness, fleeting pains 
about head and ears, severe constipation and 
nervousness. She could assign no definite time nor 
cause as to the onset of symptoms. Gained 50 
pounds in weight in the two years after her marriage. 

Physical Examination: Head and neck negative. 
Heart and lungs negative. Abdominal examination 
revealed a large, movable mass in the right* hypo- 
chondrium; edges rather rounded; not tender. There 
is a notch just below the costal arch which seems 
to separate it from the mass. Spleen not palpable. 

Cystoscopic Examination: Bladder urine not 
clear. Bladder normal except slight edema of 
trigone. Catheter does not pass as high on the right 
side as it does on the left. 

X-rays: Stomach and spleen flexure pushed to 
the left. 

Pyelogram, right: A renal pelvis of normal con- 
figuration, so far as calyces are concerned. The 
pelvis, however, forms an obtuse angle with the 
ureter. The latter is distinctly dilated almost to the 
point of the crossing of iliac vessels. There is a 
distinct inward displacement of the lumbar portion 
of the ureter. The kidney shadow shows a distinct 
bulging towards the inner side at the upper pole. 

Diagnosis: Extrarenal tumor, probably a cyst in 
the pancreas. 

This diagnosis was verified at the operation. 


RETROPERITONEAL SARCOMA AND TUMORS 
OF THE MESENTERY 


In some respects one might consider both re- 
troperitoneal sarcoma and tumor of the mesen- 
tery together, since both are rare conditions and 
both have a rather rare symptomatology. The 
symptoms are often very variable; for example, 
at times cases present practically no symptoms; 
on the other hand, cases are not uncommon that 
The size of the 
tumor apparently does not always play a consid- 


have the gravest symptoms. 


erable role in the production of symptoms, since 
a very large tumor may be discovered by acci- 
dent during the course of the physical examina- 
tion. That large tumors, not only retroperi- 
toneal tumors but those of the mesentery as well, 
produce manifestations due to displacement of 
the viscera is readily understood. The term 
“Verdriingungserscheinungen” is a very apt term 
and used by Schmidt in his interesting article 
on this subject. The manifestations do not apply 
only to this type of tumor; as a matter of fact, 
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they are commonly met with in all abdominal 
tumors. It is a well-known fact that retroperi- 
toneal tumors belong to the group of tumors that 
may reach the largest size of any tumor in the 
body. 

A feeling of fullness, tenseness, heaviness or 
pressure in the abdomen, and an increase in the 
size of the abdomen, associated with upward dis- 
placement of the diaphragm, resulting in palpita- 
tion and dyspnea, ascites, edema of the extremi- 
ties, etc., are not uncommon. Some of these 
symptoms may be present in tumors of the kid- 
ney as well. 

The form and consistency of these tumors are 
not of much help in arriving at conclusions. As 
a rule, the gastro-intestinal symptoms are the 
most marked, and it is generally agreed that the 
next most frequent group of symptoms are the 
genito-urinary symptoms. These may be due to 
pressure of the tumor on the kidney or ureter, as 
a result of which the patient has symptoms of 
hydronephrosis, frequency of urination, pyelitis, 
oliguria, etc. 

The problem in this group of cases, of course, 
concerns itself with determining the organ to 
which the tumor belongs. Where a question of 
differentiation from the urinary organs is under 
discussion, the simple and expedient method at 
the urologist’s command of resorting to a 
pyelogram. will be enlightening. It would be 
exceedingly unusual for a tumor of the kidney 
that is as large as a retroperitoneal sarcoma to 
show a normal pyelogram. In other words, large 
renal tumors would show a deformity recognized 
as tumor deformity in the pyelogram. Some con- 
fusion may arise in instances, in which the tumor 
involves the kidney pelvis by pressure from with- 
out, or, as in one of our cases, in which the tumor 
was so large as to cause a displacement of the 
kidney from one side of the body to the other. 
This was associated with hydronephrosis and 
hydro-ureter, due no doubt to contraction of the 
ureter at the pelvic brim by the enlargement of 
the retroperitoneal tumor. 

Diagnosis: In the case under discussion the 
diagnosis of retroperitoneal tumor was made, in 
all probability a malignant one. The only point 
for differential diagnosis considered was that of 
a large solitary cyst. 

Case No. 24. Mrs. A. V., aged seventy-one, referred 
by Dr. Wilber E. Post. 
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Previous history, negative. 

Present Complaint: Mass in the abdomen and 

loss of weight. The patient had been feeling well, 
going about her normal duties, until December, 1924. 
At that time she had a prolapse of the uterus. 
Cervical repair, July, 1925. Two months before 
coming under observation noticed that the abdomen 
was very large, and was under the impression that 
she was getting fat. One month ago noticed a ridge 
across the abdomen, and could feel the presence of 
a mass, since which time it has rapidly increased in 
Lost thirty pounds in three months. 
Head and neck, negative. 
Heart and lungs, negative. Examination of the 
abdomen: Asymmetrical, right side much larger 
than the left. On the right side, a mass was felt, 
which was firm, smooth and fixed, extending over 
two-thirds of the abdomen, not tender. Extremities 
negative. 

Blood Count: Reds, 
hemoglobin 87 per cent. 

Blood Pressure: Systolic 180; diastolic 88. 

A genito-urinary examination was made to deter- 
mine whether or not the mass was urinary in origin. 
Cystoscopic examination, negative. Ureters cath- 
eterized, free from pus and sterile upon culture. 

Pyelograms: Right half of the film hazy and 
indefinite due to a large tumor. Right pyelogram 
shows pelvis and ureter filled. Dilatation of the 
ureter extending from brim of bony pelvis to the 
kidney pelvis. Kidney pelvis hydronephrotic and 
egg shaped. 

X-ray of the colon, negative. 

Operation revealed a retroperitoneal tumor. A 
piece was removed for histological study which 
showed a spindle-celled sarcoma. 


size. 
Physical Examination: 


4,300,000; whites 7,200; 


LESIONS OF THE CENTRAL NERVOUS SYSTEM 


The lesion of the central nervous system which 
is most commonly met with as far as the genito- 
urinary surgeon and the general surgeon are 
concerned is tabes dorsalis. It is one of the 
most frequent causes of operation that fails to 
relieve the patient of his symptoms. This is 
really an old story, but one still sees patients who 
have had not only one but two and even three 
operations when they were really suffering from 
tabetic crises. But besides tabes dorsalis there 
are other lesions of the central nervous system 
that may and do call for urologic examination. 
One of these is multiple sclerosis. In a consid- 
eration of the various lesions of the central 
nervous system one must not forget that the 
symptoms may be either urinary or sexual, or 
both. The following case is an illustration of 
this type. 


Case No. 25. Mr. C. G,, aged forty-two, complained 
of incontinence and frequency of urination and sexual 
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weakness. The incontinence had been present for two 
or three months. Three weeks before admission 
patient flooded the bed so that it was necessary to 
change the bedding. Occasionally while walking he 
would lose some urine. This occurred twice in the 
week previous to admission. The frequency was 
variable; at times he was obliged to void every hour 
or two and again only once in five or six hours dur- 
ing the day and three or four times a night. With 
the desire to void it was imperative that he respond 
at once, otherwise he would wet his clothing. 
Noticed a gradual decline in his erections, although 
his desire was about normal. 

Examination of his genito-urinary tract: External 
genitalia, negative. Rectal examination, negative. 
Strippings from the prostate, normal. Urinalysis, 
negative—no albumin, blood or sugar. Wasserman 
test, negative. 

Cystoscopic Examination: A mild generalized 
trabeculation. The ureteral orifices, normal. 
Urethroscopic examination, negative. 

Although this patient had urinary and sexual 
symptoms the local examination was negative, and 
it was deemed advisable to have a neurological ex- 
amination made. This was done by Dr. Peter 
Bassoe who made a diagnosis of multiple sclerosis. 


The sphincter disturbance complained of by 
this patient is not uncommon in multiple sclero- 
sis. Cases of this type are not infrequently sub- 
jected to all sorts of local treatment and occa- 
sionally to surgical operation which, of course, 
does not give the patient the desired relief. 


AMYOTROPHIC LATERAL SCLEROSIS AND 
PAPILLOMA OF THE BLADDER 


In consideration of the differential diagnosis 
between organic disease in the genito-urinary 
tract and lesions of the central nervous system 
it must not be forgotten that, although the 
nervous symptoms dominate the clinical picture, 
the patient may at the same time be suffering 
from a serious lesion in the genito-urinary tract; 
in other words, because a patient has an obvious 
disease of the central nervous system, either func- 
tional or organic, he should not in a doubtful 
situation be deprived of a complete genito- 
urinary survey in order not to overlook some 
organic disease. As an illustration we are giving 
the following case, in which both amyotrophic 
lateral sclerosis and a papilloma of the urinary 
bladder were present. 

Case No. 26. A. B., male, aged seventy. Referred by 
Dr. D. B. Phemister. 

Three years before coming under observation the 


prostate had been removed. On admission patient 
complained of passing bloody urine, pain in the 
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head, side and back. Two years after the prostatec- 
tomy he first passed bloody urine, and associated 
with this there was pain at the beginning and end 
of urination. Stated that the bloody urine was more 
marked when he was constipated and was always 
present after lifting or carrying. There was also 
some interruption of the urinary flow; this would 
improve after the passage of large clots. For four 
months numbness of the left arm, occasionally quite 
severe, and also in the left lower extremity which 
was worse during the day than at night. Hot flashes 
for some months, usually at night. He would feel 
warm over the entire body and in a few moments 
there would be a tingling sensation over the entire 
body, associated with a burning sensation. Six 
weeks before admission, it was necessary to wait for 
a few minutes for the stream te start. 

General Physical Examination: Negative except 
for cataracts in both eyes. Pupillary reflexes, weak. 

Rectal Examination, negative. 

Blood Examination: 5,000,000 red cells, 6200 white 
cells, 80 per cent. hemoglobin. Blood pressure, 
150/70. 

Examination by Dr. Phemister showed atrophy of 
the thenar eminence, weakness of the flexor muscles 
of the hand and atrophy of the interossei muscles 
with some involvement of the ulnar and median 
nerves. 

Cystoscopic Examination: Presence of a_ papil- 
loma behind the right ureteral orifice about the size 
of an almond. This was treated by fulguration. 

The importance of early recognition of a small 
tumor at the age of seventy with resultant com- 
plete disappearance by fulguration is certainly 
perfectly obvious. 


DISEASES OF THE BLOOD AND BLOOD-MAKING 
ORGANS 


As a general rule cases belonging to this group 
offer little or no difficulty in diagnosis and as a 
rule no differentiation is called for from lesions 
of the genito-urinary tract. However, there are 
certain circumstances in which a differentiation 
is called for, and this has occurred in a case 
presenting one of the three groups of symptoms, 
first, sexual symptoms, second, presence of upper 
left quadrant tumor, and third, presence of blad- 
der symptoms. 

The one sexual symptom seen with disease of 
the blood-making organs is priapism and this 
occurs as is well-known in cases of leukemia. In 
the absence of a history of trauma to account for 
the presence of a priapism, one should always 
be on the lookout for the presence of leukemia. 
Not every case of priapism is due to leukemia, 
but if its possibility as a causative factor is. re- 
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membered, it will often prevent arriving at 
wrong conclusions. As a matter of fact, as far 
as the patient himself is concerned, this is often 
the first and only symptom of which he may 
complain. Indeed failure to recognize this clini- 
cal fact may lead to serious embarrassment, for 
example, because of the purely local nature of 
this single symptom, what would be more natural 
than the institution of purely local treatment, 
naturally without relief of symptoms and later 
on perhaps to the chagrin of the physician? 
Group I. Case No. 27. Mr. A. B., aged forty-six. Six 
weeks before coming under observation had a priapism 
which lasted two hours, and several days later had 
a second attack which lasted four hours. A third 
attack followed several weeks later and lasted about 
ten hours. A fourth attack lasted a few hours. The 


fifth attack was present for seventeen days without 
interruption. 


Physical Examination: Heart and lungs, nega- 
tive. Enormous enlargement of the spleen. The 
genito-urinary tract, negative except for the 
priapism. Urinalysis, negative. Blood Count: Reds 
3,150,000, whites 469,200, hemoglobin 60 per cent: 
Wassermann test, positive. 

Diagnosis: Splenomyelogenous leukemia and 
syphilis. 

Group 2. In this group, namely, those pre- 
senting themselves with a tumor in the left upper 
quadrant, differentiation from lesions of the left 
kidney is important. This should be done as 
soon as possible, before there are changes in the 
blood picture. As evidence of the difficulty in 
making a diagnosis the following cases will be 
mentioned : 


Group 2. Case No. 28. Mrs. I. B., aged twenty- 
eight. 

Present Complaint: Tired feeling, albuminuria of 
pregnancy, backache, and the presence of a mass 
in the left upper part of abdomen, Had had some 
evening rise of temperature which was interpreted 
as being due to some enlargement of the tracheo- 
bronchial lymph glands. The mass in the left kid- 
ney region was not painful and was present for two 
weeks before admission. Albuminuria occurred dur- 
ing her pregnancy. Recent urinalysis showed a few 
blood cells, casts, a trace of albumin and some sugar. 
The patient was extremely nervous. 

Physical Examination: Negative except for a 
large tumor mass in the region of the left kidney, 
which moved with respiration. The mass was firm 
and smooth and not tender. Palpation of the axil- 
lary, inguinal and cervical glands, negative. 

Blood Count: Reds 4,790,000, whites 7200; hemo- 
globin 80 per cent. Blood Pressure: 120 systolic, 
diastolic 72. Wassermann test, negative. 
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Blood Chemistry: Urea 23, uric acid 2.3, creatinin 
1.3, non-protein nitrogen 29. 

Cystoscopy: Bladder normal; urine from right 
and left kidneys, sterile and free of pus. Phthalein 
test showed time of appearance three minutes on 
right and left sides, output of 72 from right and 
17 from the left. 





A large mass 
Question, tumor 
of kidney? Pyelogram normal except for dilated 
superior calyx. Diagnosis, Extra Renal Tumor, 
probably spleen. Operation showed enlarged spleen. 


Fig. 12. 


Dilated superior calyx. 
palpable in left upper quadrant. 


Pyelogram, left side: A normal condition except 
for some clubbing of the superior calyx. From the 
pyelogram a diagnosis of enlarged spleen was made. 

One and a half years later the patient had a 
splenectomy performed. 

Diagnosis: Primary Splenic Anemia. 

Group 2. Case No. 29. M.A., male, aged fifty-six, 
referred by Dr. E. E. Irons. 

Previous History: A prostatectomy was per- 
formed two years before coming under observation. 
Had had gastro-intestinal trouble. 

Present Complaint: Mass in the upper left 
quadrant, pain in the region of the spleen, nausea, 
bad taste and dryness of mouth and sleeplessness. 

Symptoms began suddenly about three weeks 
before patient came under observation, and grad- 
ually became more severe. Pain in the upper left 
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quadrant was severe and more or less constant in 
nature. It was located under the costal margin and 
made worse on pressure. Did not involve course of 
ureter. Nausea was sometimes present but no 
vomiting. 

Physical Examination: In front of right ear, a 
gland about the size of a hazelnut, firm, movable, 
and not tender, which had been present for two 
years. Several weeks ago it has increased to the 
size of a walnut. X-ray treatment reduced it to its 
present size. Tonsils, large. Multiple, hard, mov- 
able glands in the neck. Heart and lungs negative. 
In the abdomen a mass which protruded from under 
the left costal margin, movable with respiration and 
tender upon pressure. Lower margins of the liver, 
palpable. Lymph-glands in both inguinal regions 
and axillae. 

Blood Count: Reds 4,280,000; whites 10,900; 
hemoglobin 88 per cent. Blood Pressure: Systolic 
124; diastolic 80. 

X-rays: Enormous soft parts shadow on the left 





Enlarged shadow in left upper quadrant. 
Question, is it spleen or kidney? 


Fig. 13. 


side, probably spleen. Kidney outline lies between 
the inner margin of this shadow and the spine. 
Right kidney not definitely made out. 

Pyelogram, left: Kidney pelvis elongated and at 
the level of the third lumbar. Inferior calyx rather 
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broad; superior calices not well filled and have the 
appearance of being pushed downward, suggesting 
compression from the large soft parts shadow. 
Section of gland from left side of neck: Small 
areas of mormal lymphoid tissue, and _ large 
areas of round larger cells resembling those 
in lymphosarcoma. Many mitotic figures are seen 
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Fig. 14.  Pyelogram shows a _ normal pelvis. 
Displacement downward of the kidney by the en- 
larged spleen. 


and these cells are distinctly malignant in appear- 
ance. 

Diagnosis: 
tosis. 

Group 3. Case No. 30. Mr. A. W., aged fifty. Re- 
ferred by Dr. Peter Bassoe. 

Previous History: Three months before coming 
under observation the patient was cystoscoped and 
a diagnosis of benign hypertrophy of the prostate 
was made. The tonsils were removed one year 
before coming under observation. 

Present Illness: About four months before com- 
ing under observation patient noticed that he had 
trouble in starting the urinary stream. Frequency 
of urination gradually became marked; at present 
he is obliged to arise three to four times at night. 
Slight parasthesia of the fingers. Hands and feet, 
unusually cold. Before his admission to the hos- 
pital he noticed his gait was becoming unsteady. 


Chronic aleukemic lymphosarcoma- 











There is a tingling sensation present in the bottom 
of his feet. 

Physical Examination: Head and neck, negative. 
Four teeth showed infection and were extracted. 
Heart and lungs, negative. Abdomen, negative. 

Rectal Examination: Prostate flat, thick, broad, 
and soft. 

Cystoscopic Examination: A_ generalized very 
mild trabeculation of the bladder, very fine in char- 
acter; also a small bar formation and some protru- 
sion of the left lateral lobe into the bladder. The 
interureteric ligament, prominent and large. 

Blood Count: Reds 2,750,000; whites 6,900; 
hemoglobin 61 per cent. Urinalysis: Negative for 
albumin, blood, sugar, pus and casts. Examination 
of the urinary tract was negative. 

Diagnosis: 

1. Primary Pernicious Anemia. 

2. Spinal cord degeneration and bladder dis- 

turbance secondary thereto. 


SUMMARY 


1. The present-day urologist has a wide fiel<| 
of activity. 

2. His problems touch upon many other 
fields of medicine besides his own. 

3. His work is far from being a narrow and 
restricted zone. 





OCCIPITOPOSTERIOR POSITIONS IN 
LABOR* 
GrorGE Kirspy Sims, B. Sc., M. D. 
Attending Obstetrician Washington Perk Community Hospital 
CHICAGO 


A few years ago I had the privilege of listen- 
ing to Doctor De Lee in the presentation of a 
paper before the Englewood Branch of the Chi- 
cago Medical Society at which time he discussed 
some points which have been not only useful, but 
definitely beneficial to me in my subsequent work. 
In the following I give a statement of what he 
considered as the five most common errors in ob- 
stetric practice, viz: 1. A lack of complete ob- 
stetric diagnosis; 2. A lack of the knowledge of, 
or a failure to practice, the real principles of 


asepsis and antisepsis; 3. Ignorance of the course 
of occipitoposterior positions; 4. Operating he- 
fore we have complete dilatation of the cervix: 
5. Neglect of the mother and baby in labor be- 
cause of inability to appreciate the pathologic 
dignity of the art of obstetrics. 


It is a discussion of the third of these errors, 


*Read and discussed at the Washington Park Community 


Hospital Clinical Conference, June 15, 1928. 
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occipitoposterior positions, which concerns us at 
this time and for the sake of convenience we 
shall keep in mind occipito dextra positions 
rather than the occipito laeva, since the former 
occur more frequently than the latter. 

‘here are two varieties of these positions. That 
is to say, nature has been sufficiently kind tc 
vive us two classifications, viz: 1. Those posi- 
tions in which engagement occurs, and 2. Those 
in which there is no engagement. In the former, 
the occiput descends and there ensues either an 
arrest of labor with the sagittal suture in the 
transverse, or complete rotation of the occiput to 
the hollow of the sacrum, thereby becoming an 
ocvipitosacral position. In the latter, the head 
remains high and the occiput in a posterior po- 
sition; a persistent occiput from the beginning. 

Diagnosis: Instead of presenting the clinicai 
points in the regular academic form I have re- 
versed them to some extent, because one is pri- 
marily interested in the diagnosis and the prog- 
nosis of his case, since he usually makes his 
diagnosis before etiologic factors present them- 
selves. 

Kxternally, and in the first part of labor, one 
observes that the contour of the abdomen is of 
« gradual slope from xiphoid to symphysis. The 
breech is in the fundus. The small parts are 
easily palpable anteriorly and are very prominent, 
frequently giving one the impression that. he has 
little with which to deal than a multiplicity of 
small parts. The shoulder is found to the right 
of midline and above the pubic ramus. The sin- 
ciput may be palpated above the left rami pubis. 
The fetal heart tones are heard best in the right 
flank and are distant from the auscultating ear. 
As labor progresses, normally, with descent and 
rotation the back moves toward median line. 
The fetal heart tones-are most easily auscultated 
in the right, lower, abdominal quadrant midway 
between the linea alba and the crest uf the ilium. 
The shoulder moves over to the left of midline 
and the occiput may be palpated just under the 
superior border of the right pubic ramus, giving 
rise to an occipito dextra anterior. 

Internally, and again early in labor, with the 
)alpating finger it is observed that the large fou- 
tunel is on the left side and anterior, while the 
sinall fontanel lies high up and near the right 
~.croiliac synchondrosis. The sagittal suture 
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diameter. With descent and rotation the sagit- 
tal suture and the fontanels assume the trans- 
verse pelvic plane. In a long, drawn out labor, 
in a large majority of the cases, one observes the 
formation of a caput succedaneum with a conse- 
quent obliteration of the sagittal suture and the 
fontanels in which the ability of the attendant 
to make his diagnosis is masked. It is in just 
such cases that the location of an ear, with its 
point of direction, is of inestimable value, since 
it aids one in distinctly orientating himself and 
further enables him in placing his indication. 
Then, knowing that the conditions are fulfilled, 
he may definitely outline his method of proced- 
ure and follow it to its consummation. 

Prognosis: In the first place, the prognosis 
depends largely upon the skill and the experi- 
ence of the accoucher. The size of the passenger 
and the passages are, of course, factors which 
are also to be considered. The mortality and 
the morbidity for both the mother and the child 
ure higher than in occipitoanterior positions; 
for the mother because 1. Of exhaustion from 
prolonged labor. 2. Perineal lacerations are im- 
minent. 3. Sepsis occurs from frequent manip- 
ulations and operative procedure. 4. Postpar- 
tum hemorrhage from secondary inertia uteri is 
not rare. For the baby, 1. Asphyxia is not un- 
common and 2. Operative delivery is frequently 
attended by danger in the hands of the un- 
trained. 

Clinical Course: In reviewing the clinical 
course it has been noted first that labor is slower 
and longer than in anterior positions, since the 
uterine contractions are more frequently weak 
and irregular both as to time.and strength. This 
observation should be a cue to the attendant in 
that he should understand that there is either 
(a) some abnormality between. the passenger ani’ 
the passages, (b) that. the. fetal head occupies 
& position. that does not permit its rotation and 
passage through the birth canal, or (c) that the 


_powers are insufficient to bring about rotation. 


Secondly, early rupture of the bag of waters is 
frequent ; as a consequence the head remains high 
longer than in anterior positions. Thirdly, with 
an early rupture of the membranes dilatation of 
the cervix is slower because the head does not 
conform itself well to the bony pelvis and it 
thereby fails to press down equally all the way 
round upon the internal os. Now we know, of 
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course, that the hydrostatic bag or the bag of 
waters, is far more efficient as an uterine dilator 
than the fetal head, because the former, during 
uterine contractions, does press down equally all 
the way round upon the internal os, more quick- 
ly accomplishing its purpose. Lastly, spontaneous 
delivery in occipitoposterior positions requires 
great uterine and abdominal effort because (a) 
the large occipitofrontal and occipitomental di- 
ameters, rather than the smaller suboccipitobreg- 
matic and suboccipitofrontal planes, have to pass 
through the outlet. (b) The chin becomes flexed 
upon the sternum, stretching the nape of the 
neck, forming an unbendable cylinder which is 
unable to accomodate itself to the birth canal. 
What happens? ‘The perineum has to stretch 
greatly or tear, and lacerations occur in a large 
majority of the cases. (c) The head and the first 
part of the back have to pass through the pelvis 
simultaneously, and perineal lacerations are the 
rule rather than the exception. 

Terminations: Four terminations are possi- 
ble, viz: 1. Under strong pains the occiput ro- 
tates 90° anteriorly to an occipito dextra anterior 
and later, 45° more, completing its arc of 135° 
as it passes from behind the symphysis. 2. The 
occiput may rotate 45° anteriorly to the trans- 
verse plane and remain, becoming a “deep trans- 
verse arrest.” Or 3. It may rotate to the trans- 
verse and be delivered from this position by 
peeling out under the right pubic ramus. 4. 
Rotation may take place posteriorly 45° to an 
eccipitosacral position, the occiput occupying the 
hollow of the sacrum and terminate in the fol- 
lowing manner: (a) Extreme flexion may occur 
and the occiput be forced downward and back- 
ward against the perineum which is greatly over- 
distended and practically always torn. Descent 
continues with the bregma as the point of di- 
rection until the forehead stems behind the pubis. 
The occiput then passes over or through the torn 
perineum after which the face appears from be- 
hind the symphysis. (b) The head may descend 
with deflexion with the forehead as the point of 
direction until the brow appears in the vulva. 
The glabella stems behind the pubis, the occiput 
rolls over or through the lacerated perineum and, 
lastly, the face makes its exit from under the 
pubic arch, 

Etiology: In discussing this phase of the sub- 
ject it may be said there are two factors to he 
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considered. First, those positions due to some 
interference with normal flexion of the head, as 
in 1. Military attitude, in which case the forces 
are so applied that the lever action necessary for 
flexion is nullified, since both levers are equal. 
That is to say, the occiput and the bregma strike 
the forces of resistance (the levator muscles) 
simultaneously, holding the head in the same 
axis as the body. 2. A flat pelvis, wherein more 
resistance is given to the occiput than to the 
sinciput, with a resultant deflexion. 3. Brachy- 
cephalia, in which a brow meets with resistance, 
giving rise to a deflexion attitude. 4. A long, 
drawn out labor brings about exhaustion of the 
powers before rotation has become complete. 
Second, those positions due to some factor which 
mechanically prevents rotation of the head 
through the right arc, as a large head; funnel 
pelvis; full bladder and rectum ; large pelvis and 
small child; prolapse of fetal parts in advan-e 
of the head; vices of configuration of the bony 
pelvis, such as may be observed in poorly de- 
veloped ischial spins; abnormal pelvic floor, as 
may be found in forward displacement of tlie 
coceyx; peculiar placental location; tumors of 
the uterine wall; an abnormal, forward inclina- 
tion of the sacral promontory; a pendulous ab- 
domen in which the convex back of the fetus 
better conforms to the curved, posterior wall 
of the uterus. A flat pelvis, as well as several 
of these conditions occurring under the mechan- 
ical features which prevent rotation, not infre- 
quently gives rise to asynclitism with a pro- 
longed first stage. 

Treatment: Relative to the management or 
treatment of these cases, I take it for granted 
that the pelvic diameters are such that Cesarean 
or abdominal section has been ruled out and that 
the fetus is capable of being delivered per vagi- 
nam. Asa routine I would suggest that an early 
and complete physical examination be made on 
each pregnant woman when she comes to engage 
cne of us to attend her in a future labor. More, 
in fact, unless she has already experienced a 
normal delivery, both external and internal pel- 
vimetry should be made. And while these meas- 
urements do not furnish us inviolable informa- 
tion, they are definitely useful and should be 
made on all primiparae, inasmuch as they en- 


able one to be reasonably sure as to whether the 
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patient is capable of delivering a normal sized 
baby through the birth canal. 

Further, as a foreword, it should be impressed 
upon the mind of the patient that in the first 
stage of labor she should never bear down. It is 
absolutely and always contraindicated, except 
for diagnostic purposes. It is not only useless 
but positively harmful, since it uses up the pa- 
tient’s strength needlessly and one runs the risk 
of rupturing the bag of waters. And I think it 
is almost universally conceded that these cases 
are peculiarly prone to an early rupture of the 
inembranes with a consequent dry labor, therely 
adding insult to injury to an already overbur- 
dened nature. 

In the first stage of labor the abdominal exam- 
ination should be made to determine, if pos- 
sible, the cause of the posterior occiput. At this 
time the patient may walk about or lie abed 
until engagement occurs and the attendant 
should make it his business to know when this 
takes place. If the head is high it is best not to 
interfere, and the expectant period should be a 
time when the physician occupies himself in ob- 
serving what the patient can accomplish rather 
than to see what she may endure. It is during 
this period that the parturient may be greatly 
relieved and every attention should be given her. 
Pantopon and scopolamine or pantopon and mag- 
nesium sulphate hypodermically, with rectal in- 
stillations of quinetheroil, may be given during 
this stage of labor provided a capable observer 
is left with the patient, if it is not possible that 
the physician may remain. If the first stage 
drags on and danger to the mother or to the baby 
be anticipated, it may be necessary to hasten 
dilatation of the cervix by use of the colpeu- 
rynter. 

During the second stage, if the head remains 
high following complete dilatation of the cervix. 
it is advisable to anesthetize the patient, change 
the position to an anterior one by manual ro- 
tation, compressing the head into the pelvis by 
combined external and internal manipulations, 
or draw it down with forceps and leave the re: 
mainder of the course to nature. Of course, ver- 
sion may be resorted to, but the former is pref- 
erable unless the attendant possesses a definite 
degree of skill. 

With the head engaged, watchful expectancy 
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is still practiced, because a large percentage of 
these cases terminate spontaneously in anterior 
rotation or at least to, or beyond, the transverse 
plane and become an easy forceps operation. 
Frequently, with the woman lying on the side to- 
wards which the occiput points, rotation is fa- 
vored. Upward pressure on the sinciput during 
pains tends to increase flexion and to favor ro- 
tation. 

Objection may be made to all these maneuvers 


on the score of introducing infective organisms 


into the birth canal. In any event, however, they 
should not be permitted to any great extent, and 
in no case may much force ever be used. The 
dicta of Doctor De Lee, “Primum nil nocete,” 
and “Non vi, sed arte,’ (“In the first place do 
no harm,” and “Not by strength, but by art.”) 
printed in large, raised letters on bronze tablets 
and posted conspicuously in each of the delivery 
rooms of the Chicago Lying-In Hospital, referred 
to in every delivery he attends and practiced to 
the letter by most of those men whom he has 
trained in obstetrics are, in my Opinion, among 
the first requisites which should be acquired by 
those in attendance upon labor cases. © 

With an indication for interference manual 
correction should be made under anesthesia ; fail- 
ing this, recourse may be had to version or for- 
ceps. And in the application of these instru- 
ments one should always bear in mind that they 
are to be used artfully and skilfully rather than 
with strength. In my association with Doctor 
De Lee in the delivery room I have yet to see 
him apply forceps or even to observe another in 
their application that he did not point out or 
refer to these latin phrases just used. 

In the case of a primipara, if in a maternity 
hospital or in the obstetric department of a gen- 
eral hospital an episiotomy, in a large majority 
of the cases, is greatly to be desired because it 
not only enlarges the operative field, thereby fa- 
cilitating the ease of delivery, but it prevents 
multiple, jagged tears and limits them in the 
plane of the incision which, of course, is healed 
at the end of a period of convalescence of ordi- 
nary length. 

Again, quoting Doctor De Lee, “When a primi- 
para goes into labor with the fetal head not en- 
gaged, in 99 cases out of 100 one may expect 
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trouble; and of the 99, 60 of them are going to 
result in occipitoposterior positions.” 
SUMMARY 


1. Occipitoposterior positions, as compared 
with other anomalous positions in labor, 
are frequent. 

2. Infant mortality is high. 

3. Perineal lacerations are imminent, 

4. Sepsis occurs from frequent manipula- 
tions and operative procedure. 

5. A careful and complete physical exam- 
ination, including both external and in- 
ternal pelvimetry, should be made on all! 
primiparae. 

6. Accurate diagnosis of existing conditions 
is indispensable. 

i. Except for diagnostic purposes, the psy- 
sician should instruct the patient not tc 
bear down until the cervix is complete! 
dilated. 

8. Strict attention to asepsis and antisepsis 
should be observed. 

9. Complete dilatation and effacement of 
the cervix must be had before attempt- 
ing any operative procedure. 

10. In ocecipitoposterior positions, as well as 
in deep transverse arrest, manual correc 
tion under anesthesia should first be at- 
tempted, remembering that changing the 
extension attitude to one of flexion is al- 
ways of prime importance. 

11. Failing manual rotation, recourse may be 
had to version or forceps. 

12. “Primum nil nocete ;” “Non vi, sed arte.” 

2376 East Seventy-first Street. 





A STUDY OF THE USE OF FASCIAL 
GRAFTS* 


R. W. McNeaty, M. D., F. A. C. S., 
AND M. E. Licutenstein, M. D. 


CHICAGO 


There has been for some time an increasing 
interest shown in the study of the healing of 
fascia in the repair of various anatomical defects. 
Some of these studies have dealt with the normal 
healing of approximated structures such as 
occurs when the internal oblique muscle is 


*Experimental work completed at Northwestern University 
Medical School. 
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sutured to Poupart’s ligament. The nature of 
this union has been an issue of dispute for sev- 


eral years. Such an eminent authority as Coley’ 


states that a firm fibrous union is the usual 
result of their approximation by suture. Mc- 
Nealy,? Andrews,’ Pitzman*, and many others 
have repeatedly called attention to the flimsy 
character of the union between these structures 
following the commonly accepted methods of 
hernial repair. In their observations at opera- 
tions and at autopsy they found that in most 
cases the internal oblique muscle and Poupart’s 
ligament were united by only a few fibrous 
bands which could be easily separated by blunt 
dissection. It was striking that such a weak 
union was commonly found in individuals whose 
hernias had been cured. 

Seelig and Chouke® undertook some studies and 
experiments to demonstrate the extent and char- 
acter of fascial and muscle healing under condi- 
tions quite similar to those occurring in opera- 
tive hernial repair. In their animal experiments 
several very constant and important points were 
brought out. They found that when the internal 
oblique muscle was sutured to Poupart’s liga- 
ment, as is usually done in a hernial repair, that 
separation occurred soon afterwards. They com- 
ment on the weak character of union between 
parallel fibers of muscle and fascia and between 
muscle and ligament. 

Gallie and LeMesurier® likewise interested 
themselves in the healing of fascia. They showed 
that a simple incision in fascia will be followed 
by perfect healing provided no undue tension is 
present. If, however, the incision be subjected 
to tension, the defect will be covered with loose 
areolar tissue similar to that covering fascia 
elsewhere. They further showed that removal 
of the loose areolar tissue from the surface of the 
fascia with overlapping of the layers resulted in 
a firm union. 

Koontz’ made another step forward when he 
showed by his experiments that muscle will heal 
firmly to fascia when the contiguous portions 
have been freed of their overlying loose areolar 
tissue. He also demonstrated that by the cutting 
away of a small strip of the edge of the internal 
oblique and suturing: this to the edge of 
Poupart’s ligament which had been denuded of 
areolar tissue that an exceptionally firm union 
would result. Microscopic examination of the 
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union showed that the connective tissue fibers 
of the fascia had united with similar fibers de- 
rived from the epimysium, perimysium and 
endomysium of the muscle. This union corre- 
sponds to the simple healing of fibrous tissues. 
He concluded that the overlying veil of loose 
areolar tissue was the important barrier to firm 
union. 

Kither independently or stimulated by the 
foregoing experimental work there have been 
devised many operations for the repair of hernia 
which make use of these established principles of 
healing. Roberts and Roberts® describe a method 
of suturing a reflected portion of the aponeurosis 
of the internal oblique to Poupart’s ligament. 
The object here is to unite fascia to fascia. 
Koontz and others® describe a method of suturing 
the internal oblique muscle to Poupart’s ligament 
after each has been stripped of loose areolar tis- 
sue. Some twenty-eight years ago McArthur’ 
suggested that strips of fascia taken from the ex- 
ternal oblique aponeurosis be used as sutures to 
unite the internal oblique muscle to Poupart’s 
ligament in the repair of inguinal hernia. This 
was recently suggested by McEachern"! as a new 
procedure. Gallie and LeMesurier® have devised 
sutures made of strips of fascia which they have 
suggested may be woven in an interlacing man- 
ner through the tissues to repair defects of 
abdominal parietes. 

It is at once apparent that these methods are 
directed toward securing a firm fibrous union 


of structures used to form a buttress of the’ 


parietes against a bulging peritoneum. It is 
common knowledge, however, that in the ma- 
jority of indirect inguinal herniae there exists 
little if any necessity for increasing the strength 
of the abdominal wall. The high ligation and 
removal of the sac allows the opening in the 
transversalis or endoabdominal fascia to contract 
about the cord thereby restoring this region to 
its normal relations. This restoration of the 
normal valvular apparatus is paramount in pro- 
tecting against the dynamic forces’? that produce 
a hernia. Connell** called attention to this fact 
some twenty years ago, and again in a recent 
article. That such limited work as high sac liga- 
tion will effect a very great percentage of perma- 
nent cures is attested to by Lameris,’* Pitzman* 
and others. The late Dr. A. J. Oschner many 
years ago called attention to the natural tendency 
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of the femoral ring to contract following removal 
of the hernial sac, 

Andrews?’ has recently called attention to the 
importance of the endoabdominal or transversalis 
fascia in hernial repair. He describes a method 
of closing this defect in the transversalis wall by 
utilizing only transversalis fascia. He suggests 
that although that portion close to Poupart’s 
ligament is too lax and thin to be of much value 
in repair, this thinness is always quite local and 
it is practically never necessary to go more than 
® to 3 cm. away from Poupart’s ligament to find 
fascia of ample strength. He further states that 
he has found the transversalis fascia loose, elastic 
and movable in this area which permits of its 
being pulled down to Poupart’s ligament with a 
minimum of tension. 

While much thought has been directed to the 
repair of inguinal hernia, postincisional and 
other forms of ventral herniae have not seemed 
to stimulate the same interest. From our work 
we are inclined to the belief that the success or 
failure in these cases likewise depends in a large 
measure upon the efficient closure of any defect 
in the endoabdominal fascia. Unlike the defects 
of the abdominal wall found in inguinal hernia 
it is often impossible to approximate the edges 
of these direct hernial defects on account of their 
large size. It becomes necessary, therefore, to 
devise some plastic operation for their proper 
closure. Surgeons have apparently given much 
thought to methods directed toward the use of 
the rectus sheath or the fascia of the external 
oblique in the formation of buttresses to the 
bulging peritoneum and defective endoabdominal 
fascia. Other methods suggested include the im- 
planation of fibers of animal fascia,’® massive 
fascial grafts, fascia transposition,’® living 
sutures made of fascia® and more recently the 
use of dead or preserved fascia’ grafts inserted 
into various layers. 

In our present study we have interested our- 
selves in two related problems of importance in 
the repair of ventral herniae. The first concerns 
the position a graft should occupy in the abdomi- 
nal wall. The second concerns the behavior of 
dead fascia grafts which have been preserved in 
alcohol until used. 

With regard to the first problem we have been 
impressed by the difficulty of producing herniae 
in experimental animals. Even the destruction 
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of great segments of the abdominal wall is 
seldom sufficient to produce herniae in dogs when 
the endoabdominal fascia and peritoneum re- 
main intact. We conclude, therefore, that these 
two layers demand our greatest consideration. 
The strength, of course, is largely confined to the 
endoabdominal fascia. A proper closure of this 
layer outweighs all other factors combined in 
insuring a complete repair. It is often found 
that the defect is of considerable size and it can 
be only partially closed or if completely closed 
the tissues are subjected to such tension that a 
very poor union takes place. (Vide supra.) It 
is here that grafts find their greatest field of use- 
fulness. 

When a graft is used it should if possible be 
insinuated between the peritoneum and endoab- 
dominal fascia with the edges of the graft ex- 
tending beyond those of the defect. Where this 
is impossible or not expedient on account of 
anatomical difficulties it may be placed just 
without the endoabdominal fascia overlapping 
the edges of the defect. These two sites we be- 
lieve are the only ones which will show any 
considerable number of cures. One will occa- 
sionally be rewarded by success where a trans- 
plant is placed in the sheath of the rectus or in 
the external oblique fascia. Such cures evidently 
depend more on good fortune than sound 
technic. 

The second problem—that of using fascia 
grafts preserved for variable periods of time in 
70% alcohol seems to us worthy of considera- 
tion since in many instances there are obviously 
decided disadvantages to the employment of 
autogenous grafts. These preserved grafts may 
be used in the whole or as strips for sutures. 

Experimental work. In our experimental 
work on dogs we used grafts taken from dogs 
previously operated on and from human cada- 
vers and preserved for from three weeks to three 
months in 70% alcohol. These grafts were 
sutured into defects of the abdominal walls of 
ten dogs. For suture material we used black 
silk as interrupted sutures. In these experi- 
ments we found that practically all the grafts 
were rather rapidly invaded by the surrounding 
tissue cells and bloodvessels. A complete vas- 
cular film of loose areolar tissue was soon thrown 
across their upper and lower surfaces from which 
small vessels penerated between the graft fibrils. 
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In the older grafts it was apparent that live 
tissue was gradually replacing the grafts. Our 


work is in accord with similar work reported by} 
We have made clinical use of these} 
two propositions by transplanting an alcohdf 
preserved fascial graft into a defect in the trans-f 
versalis fascia of a large ventral hernia. Thef 
graft was placed just without the transversalisf 
fascia with the edges of the graft overlapping> 


Koontz.1® 


the defect and held in place by interrupted 


sutures of black silk. The graft healed in place 


with no untoward reaction, and remained so on 


reexamination eighteen months following opera- 


tion. 
SUMMARY 


Our experimental and clinical work seems tof 


strengthen our impression that an intact trans- 
versalis fascia is exceedingly important in pre- 


venting the development of any type of direct f 


hernia. We are likewise of the firm conviction 
that in the cure of such direct herniae attention 
should be directed to the repair of any defect 
in this structure. 
grafts or transplants their position should be 
either between the peritoneum and transversalis 
fascia or just outside this fascia with their edges 
extending beyond those of the defect. In those 
cases where there is some valid objection to the 
employment of autogenous fascial grafts, we be- 
lieve that alcohol preserved grafts may be used 
to good advantage. 


CONCLUSIONS 


1. Clinical application of the recent studies 
of the healing of fascia will serve to improve 
the treatment of herniae. 

2. The position of fascial grafts with refer- 
ence to the layers of the abdomen is very in- 
portant. 

3. Alcohol preserved fascia may be used for 
the repair of fascial defects when for any valid 
reason autogenous grafts cannot be used. 

30 North Michigan Avenue. 
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AGRANULOCYTOSIS — REPORT OF A 
CASE WITH ANAL ULCERATIONS 


Cuares J. Drurck, M. D., F. A. C. S. 
CHICAGO 


So little is known of this usually fatal disease 
that a case coming under our observation is here 
reported together with a review of the literature. 

In 1922, Schultz described a group of cases 
presenting severe gangrenous stomatitis and 
unusual blood pictures occurring in women of 
middle life with negative past histories. All 
cases died in three or four days of pneumonia. 
Because of the peculiar damage to the granulocy- 
tie blood cells associated with stomatitis, Schultz 
described it as “Agranulocytic Angina”. 

The etiologic agent has not yet been de- 
termined and it is difficult to attach much sig- 
nificance to the varied bacteriologic findings. 
The inflammatory sites wherever found have a 
similarity of appearance. The lack of cellular 
response must be the result of the general de- 
crease of cells in the circulating blood. 

Symptoms. All the early cases were in middle 
aged women and with few exceptions that rule 
still holds. A few cases have been reported 
in males. Vos and Staal* reported a case in a 
man aged 30 years. Zadek’® a young man of 20 
years. 
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The onset is acute with chills, severe headache, 
general malaise and sore throat. The temperature 
is always high, varying from 103 to 105 and 
the pulse correspondingly elevated to 120 to 140. 
There is pronounced feeling of prostration and 
of severe pain. The patient is very restless and 
often irrational. 

Rapidly spreading ulcers are invariably present 
on the tonsils or pharyngeal walls, and often on 
the larynx, tongue or gums Cannon.* These 
ulcers are 2 to 3 cm. in diameter, with a central, 
yellow, soft necrotic slough and sometimes a 
tenacious exudate that resembles diphtheria. It 
is without any adjoining hyperemia or definite 
demarcation. 

The inflammatory sites wherever found have 
a similarity of appearance. A fetid odor from 
the mouth is mentioned by Kastlin* and Lovett* 
but this is not constant. Cultures from the 
mouth were negative for B. diphtheriae and posi- 
tive for hemolytic streptococcus in some cases 
and for B. pyocyaneus in others; but the results 
are not uniform. Blood cultures during life are 
sterile, Elkesles,° but Piette’ feels that these 
hacilli require a special medium. 

As more clinical and pathological material are 
studied it is discovered that the ulcerative 
lesions are not confined to the mouth. Kastlin 
in a review of 43 cases collected from the litera- 
ture found extra-oral ulcerations located as fol- 


lows: 

No. of cases 
Stomach, multiple small lesiotie.«..........ccccccucces 
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MOMIG 2 cadvnctveciup tae nceeneesrccereseeeced eas 
Symphisis 
WANG ovo oo eisic usd tis Venda eeu so madieweaws batee awa 
Conjunctiva 
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The genitalia are involved with ulcerations, 
similar in appearance to those in the mouth, in 
many cases. Cannon, referring to his case, says 
“The ulcers in the anal region were so painful 
that the physician was forced to give the patient 
a general anesthetic in order to examine her. It 
is of interest to note that ulcerations have been 
found in all portions of the mucous membrane 
and on the skin. Petri® reported a case with 
necrotic processes throughout the entire diges- 
tive tube. Schnabl® had a patient with gan- 
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grenous ulcerations in the mouth and pharynx 
and an aphthous vulvitis. Besides these, there 
were nodules resembling erythema nodosum, in 
the skin and subcutaneous tissues of both legs. 
Schultz emphasizes that there is no general 
hemorrhagic diathesis but Lauter’' mentions a 
case where petechial cutaneous hemorrhages were 
found distributed over the whole body. 

Usually there is slight but distinct regional 
glandular swelling, in some cases no adenitis; 
there being very little reaction or resistance to 
the rapid spread of the ulcers. 

Characteristic changes are produced. Schultz 
and Jacobwitz™ consider the blood findings the 
most characteristic feature of this disease. The 
leucocytes are diminished down to a few hun- 
cred, the polymorphonuclears and eosinophiles 
being possibly obliterated, also diminished lym- 
phoid elements; there are very few white cells 
in the blood picture but there is no material 
change in the red cells or hemoglobin. These 
blood changes are noted even at the start of the 
disease, at a time when the local affections can 
be relatively slight. 


Jaundice of a variable degree is always present , 


hut there is no cutaneous hemorrhage. 

The liver and the spleen are of normal size 
or only slightly enlarged. 

The time relation between the appearance of 
the blood changes and of the mouth gangrene is 
of importance. ‘Three cases developed in the 
hospitalized patients who had been admitted for 

Unexplained jaundice—Ehrmann and Preuss* 

Tubercular arthritis—Bantz™ 

Fracture of the tibia—Hunter™ 

In all of these patients the blood cell and dif- 
ferential counts on admission were normal. 
While under treatment, acute sore throat de- 
veloped followed by ulcerative stomatitis. In 
each instance, changes were noted in the blood 
prior to the tissue change. Lauter observed that 
the height of the disease occurred on the day 
gangrene appeared. Bantz found a disturbance 
in balance between the demand and production 
of blood cells so that the progress of infection 
is not combated. With such a lack of resistance 
to infection, it is not remarkable that necrotic 
lesions find distribution in locations which 
harbor infective organisms. These lesions thus 
arise secondary to the blood changes. 

There seems to be no recognizable pathologic 
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antecedents; the disease develops rapidly, and 
usually ends in broncho-pneumonia. The aver- 
age duration of the illness is from three to eighi 
days, the extremes being two days and forty 
days. In Kastlin’s study the disease resulted 
in death in 40 cases and in recovery in 3 cases. 
Schultz®*t reported a case with recovery. The 
tonsillitis appeared late, which speaks for the 
theory that the tonsil is only a point of localiza- 
tion of the disease, not a portal of entry. Moore 
and Wieder’’ report a case in which the patient 
completely recovered from the first attack, but 
succumbed to the second attack two years later. 
In the study of cases that recovered the blood 
and clinical state improved simultaneously. The 
gangrene quite rapidly healed but the blood cells 
more slowly returned to normal. 

The autopsy findings are characteristic anil 
uniform. There are no constitutional anomalies. 
The most signal anatomic change is found in 
the bone marrow which appears to be the seat of 
the disease. Macroscopically the marrow is red 
at some places and fatty at other parts. Micro- 
scopically the neutrophile cells of the marrow and 
their precursors are altogether missing or are 
greatly diminished in numbers, while the lym- 
phoid and red cell forming elements are slightly. 
if at all, reduced. 

These changes in the bone marrow are not 
seen in any other disease than agranulocytosis, 
which consists essentially of a lesion involving 
exclusively the leukopoietic function of the bone 
marrow. 

The etiology is not clear, there is no anemia, 
no disturbance of coagulability, no hemorrhagic 
tendency. The bacteriologic findings are not 
uniform. The assumption is that an unknown, 
probably infectious-toxic agent injures in the 
first place the granulocyte apparatus. ‘Thi: 
granulocyte defect may then lower by means of 
the hormones and through elimination of an 
anti-microbic factor the power of resistance su 
much that necroses appear at different parts of 
the body. From this viewpoint the gangrene 
and sepsis are secondary and the role of the ton- 
sils is without importance in the etiology. 

Leon’® considers this condition a previously 
undescribed clinical entity because of the blood 
picture occurring in females. 

Leon** shows that with increasing study of 
cases the extent of the ulcerations and the 
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presence of hemorrhages varies. Lauter was the 
first to report a case that recovered. Rotter’® 
reported the first case in a male. 

Weiss”? believes that the lymphatic reaction 
and agranulocytosis are no independent clinical 
pictures, but are rare hematologic reactions in 
severe septic diseases. The nature of the reac- 
tion is determined by the condition of the blood 
forming organs, which depends on unknown 
factors. All patients with a blood picture 
which showed agranulocytosis died; all those 
with a pronounced lymphatic reaction, without 
injury to the agranulocytic system recovered. 

Treatment. Therapeutic measures so far have 
failed. This may be due, partly at least, to the 
fact that the cases have been in an extreme 
condition when first seen by a physician. 

The resemblance of the cardinal symptoms of 
agranulocytosis to those of Vincent’s angina sug- 
gested treatment that has been found curative 
in the latter disease. Sodium perborate in two 
per cent. solution, used as a mouth wash and 
held in the patient’s mouth for five minutes 
while an oxidizing froth develops was without 
result. . 

Where the possibility of diphtheria has been 
entertained no change in the throat exudate has 


teen noted following the injection of diphtheria 


antitoxin. 

Arsphenamine and neoarsphenamine solutions 
have been used locally and also intravenously. 
As a local treatment of the mouth and ulcers, 
arsphenamine has been used in ten per cent. 
solution in glycerine, as recommended by Reck- 
ford and Baker*? for the treatment of Vincent’s 
disease but it has not proved satisfactory. Moore 
and Wieder observed a gradual improvement 
after the mouth and tonsil were treated with 
powdered arsphenamine. 

Blood transfusions have proved futile. Leon 
avoids intravenous treatment because of the 
danger of necrosis. 

One ray of hope however is offered by Fried- 
man** who reports healing following irradiation 
of the long bones in four cases, and thinks it 
probable that the disease is not an infection, but 
originates in endogenous disturbances, perhaps 
oi endocrine nature. 

Case 72428—Mrs. A. D. seen with Dr. R. A. Melendy. 
About July 15 she noticed a frequent desire to defecate, 
ail urgency which increased in intensity until by July 
15 there was cont’nuous severe pain at the anus, up 
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within the rectum, in the bladder and in the left hip. 
On July 20 she complained of sore throat. The throat 
symptoms did not at first attract attention because for 
years she had suffered with repeated attacks of sore 
throat. A year ago she had her tonsils removed but 
has ever since had attacks of sore throat. On July 
23 following an enema, given to relieve the rectal 
fulness, she had a chill lasting 10 minutes, followed 
by fever and later a profuse perspiration. 

On July 24 she was admitted to the Chicago Me- 
morial Hospital. She was able to walk, with assist- 
ance, but appeared very ill and also said she felt 
weak but was not suffering acutely at that moment. 
Physical examination demonstrated a red pharynx; a 
few glands palpable in the neck; heart, lungs and ab- 
domen negative. On the right side of the anal orifice, 
and within the rugae, was a small area denuded of 
skin and covered with a light grey membrane. There 
were regions of induration on both sides of the anus 
and the whole intergluteal cleft was exquistely pain- 
ful on palpation. The rectum was immediately in- 
spectéd under anesthesia but no pathology was noted 
within the cavity. Later, the same afternoon, crucial 
incisions were made through the indurated structures 
and the hardened tissues also injected with potassium 
permanganate solution. 

The next day, July 25, she had several vomiting 
spells and attacks of syncope and dyspnea. Hot sitz 
baths alternated with hot moist fomentations to the 
perineum were continued all day. As night came on her 
temperature rose to 104 degrees and she became very 
restless. 

At 3 a. m. on July 26 1000 c.c. of 3 per cent. glucose- 
saline solution were given hypodermically and this was 
repeated at 9 a. m. At 8 a. m. her temperature was 
105.6 degrees but shortly thereafter impending dis- 
solution evidenced, her pulse at 140 became weak and 
after 10 a. m. could not be felt in the radial vessels. 
Her breathing increased to 36 and became very shal- 
low. At 12 noon her temperature was 100.6 degrees. 
Digifoline had been begun early in the morning, and 
this was reinforced with caffeine sodium benzoate later. 
The patient did not respond. About 11:30 she col- 
lapsed. Ten c.c. of boiled milk were injected hypo- 
dermically. Her breathing became labored and shallow, 
her heart action weaker, marked cyanosis and pallor 
of the lips, cheeks and extremities appeared and at 
12:45 noon, two days after her admission she died. 

Blood counts taken on July 24 and at 8 a. m. on July 
26 showed: 


BAGMESUEE, bd soci ce cee et i esc usineesnaces 8,400 1,100 
Small lymphocytes ....c0ccccsescscscvcees 11 84 
Egvaet IOMONGGIIES: osc skein cccencwicccces 13 12 
(RMGMAILUMURIEE cud che ceces nahn eceuvenune 4s 3 wees 
WENDT 6 ccc diccecucrcctesecenereecees 71 4 
DOMINO cine gud ned gucuenbcntuceseses 2 


No organisms could be seen in the blood smear. 
The throat culture showed a mixed culture, with noth- 
ing characteristic. The rectal culture showed a small 
gram positive cocci and a short, fat gram positive 
bacillus. 

Autoposy performed 2 hours postmorten: The body 
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is that of a white female adult about 45 years of age. 
There is marked rigor mortis present, despite the fact 
that the body is comparatively warm. There is pres- 
ent an old healed McBurney’s incision. The inferior 
half of both nates are indurated, swollen and dis- 
colored. At the anal margin there are two horizontal 
incisions and the induration extends for a short dis- 
tance into the anus. A portion of the epithelium 
on the right side seems to be ulcerated and the area 
is covered by granular, greyish material. The swelling 
extends anteriorly to the labia which are likewise in- 
durated, but there is no loss of epithelium. Sections 
are taken from the labia and also from the anal mar- 
gin. The tissue is very edematous. There is no 
crepitance present in this tissue nor in any of the 
tissues of the body. The odor is foul but not char- 
acteristic. There is no edema present. When the 
mouth is pried open, an ulceration just posterior to 
the tonsil on the posterior pharyngeal wall can be 
seen, the ulcer being covered by a grey granular mem- 
brane and measures 6 m.m. in diameter. 

Internal Examination, On opening the chest there 
There are 


These 


are firm and fibrous, but are easily broken. On the 
surface the lungs are greyish white in color with 


rounded areas of carbon pigmentation which is not as 
marked as is usually found. Crepitance is diminished 


throughout both lungs, particularly at the bases. Upon 


section the tissue is red in color and at the bases 
there is some increase in fluid and moisture of the 
tissues. No areas of consolidation are present. Tihe 
left lung weighs 550 grams and the right lung weighs 
600 grams. 

The pericardium does not contain any increased 
amount of blood. There is a large quantity of epi- 
cardial fat. When the heart is opened it is seen that 
the musculature is brown, somewhat flabby, but not 
hypertrophied. The endocardium is thin, smooth and 
glistening. The right aurical and ventricles are di- 
lated, the tricuspid valve permitting the admission of 
four fingers. The valves are thin and smooth except 
for a few areas of atheromatous thickening in the 


is found no fluid in either pleural cavities. 
but few adhesions present at the right apex, 


mitral. The aorta shows very few areas of atheromat- 
ous change in the intima, On the whole the aorta is 
markedly free of any sclerotic change and is quite 
elastic. 

The abdominal wall is thick, and there is a marked 
amount of subcutaneous fat. 

The peritoneal cavity is free of fluid. The peri- 
toneum is thin, smooth and glistening. The intestines 
are not distended. There are a few adhesions around 
the cecum to the peritoneal peritoneum. 

The liver is enlarged, extending about two fingers 
below the costal margin. The surface is smooth and 
has a slate gray, reddish appearance. The organ feels 
flabby. Upon section the parenchyma has a ground 
glass, opaque appearance, the lobules are swollen, so 
that the central veins do not stand out distinctly, and 
the tissue has a yellowish blotchy appearance, espe- 


cially under the capsule is this yellow change most 
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marked. The tissue itself is soft, and on pressure with 


a finger can be torn. 
The spleen is somewhat enlarged, smooth on the 


surface, elongated, and of a slate grey color. The 
capsule is not thickened. Upon section, although the 
organ feels rather flabby, the pulp is quite firm, and 
the Malpighian bodies can be made out. Some of them 
appear rather glary and mucoid, There is no increase 
in fibrous tissue. 

The pancreas is elongated, lobulated, yellowish white 
in color and there is no gross increase in connective 
tissue. 

The adrenals are flattened structures, equal in size, 
and upon section the cortex is fairly thick and yel- 
lowish in color. 

There is a considerable amount of peri-renal fat 
present. When the kidneys are removed, it is found 
that the capsule strips with slight degree of difficulty, 
leaving a surface which in areas is finely granular. 
The fetal lobulations are still visible. Section of the 


kidneys shows the cortex to be fairly thick. The 
striations are still visible, but the kidney parenchyma 


is cloudy and somewhat swollen as are also the col- 
umns of Bertini. The demarcation between cortex 


and medulla is quite distinct. The pelves are some- 
what diiated but there is no injection of the mucosa. 
The ureters are not dilated. The renal artery shows 
no thickening. 

The uterus is atrophic as are the ovaries. The fim- 
briae of the tubes are free. There is no change in 
the vagina, 

The trachea, esophagus, part of the tongue and 
pharynx are removed. At the base of the tongue, near 
the epiglottis, on either side there are present two 
areas of ulceration measuring about 0.8 c.m. in diam- 
eter, the ulcers appearing rather punched out, sharply 
defined, the borders being edematous, and the base of 
the ulcer is covered by a greyish membrane. The 
posterior pharynx is injected. The lymphoid tissue 
is hyperplastic. 

Section of the ribs and of the spine shows the bone 
marrow to be porous and pale in color. Smears of 
the bone marrow are taken. 

The gastro-intestinal tract shows no gross patholog- 
ical change except for absence of the appendix with a 
few adhesions around the stump. 

Distinctive clinical features of this case, 


Rectal pain was the complaining symptom all 
through the illness. It also antedated the throat 


manifestations. 


She had been ill ten days when she was still 


able to walk into the hospital. Two days later 


she died. 


She had no evidence of pneumonia, 


30 North Michigan Avenue. 
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THE “HEART MENACE” IN THE 
UNITED STATES 
M. P. Geruner, M. D. 
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Physician, Norwegian American Hospital 
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Cardiology a Neglected Subject. The art of 
healing ceased to be an art and became a science 
ai the time when definite signs and symptoms 
Were first associated with definite pathology of 
an organ, Formerly, our predecessors considered 
it a great accomplishment even to know that it 
Was from heart or lung disease that a patient 
suffered. They thought it impossible for the 
practicing physician ever to be able to dis- 


tinguish one disease from another. Now we have 


M. P. GETHNER 


147 


an accurate understanding of disease. No longer 
do we simply say “lung trouble,” but lobar pneu- 
monia,’ “bronchial asthma,” “bronchiectasis,” 


“pulmonary tuberculosis.” It is no longer 


“nervous trouble,” but “general paresis,” “tabes,” 
etc. Instead of designating stomach disorders 
merely as “stomach trouble,” we now classify and 
identify them as “gastritis,” “gastric ulcer,” 
“carcinoma of the stomach,” etc. 

Treatment also is no longer empirical, but is 
based upon the accurate knowledge of disease, 
which causes definite pathology and which in 
turn produces definite signs and symptoms. It 
is obvious that the treatment of pulmonary tuber- 
culosis differs from that of bronchial asthma or 


that the treatment of a gastric ulcer differs from 


that of carcinoma of the stomach. 

However, in diseases of the heart we still 
neglect to make an exact diagnosis; and while 
it would be considered unscientific to call a defi- 
nite disease associated with the lungs, merely 
“lung trouble,” without specifying the exact 
nature of the trouble, we do not hesitate to call 
a definite disease associated with the heart, just 
“heart trouble.” ‘The reason for such negligence 
is that the diagnosis of heart disease is too often 
based upon the presence or absence of a heart 
murmur, while the essential features of heart dis- 
ease, such as the size, rate, rhythm, and the re- 
sponse to effort are entirely overlooked. Still, 
the heart is the most vital organ of the body, and 
as soon as we enter the domain of cardiology, we 
at once realize the immensity and complexity of 
the subject. 

During recent years an extraordinary amount 
of progress has been made in this particular 
branch of medicine; nevertheless, comparatively 
little use has been made of the knowledge avail- 
able. Still, the prognosis and treatment so often 
depend on the specific diagnosis of a heart lesion. 

The Fear of Heart Disease. How often do we 
read in the papers that Mr. Jones or Mr. Smith 
dropped dead “presumably of heart disease,” 
while riding in a street car, or while sitting in 
a restaurant, or while playing golf, or while 
sitting in his office, There is no wonder that the 
pronouncement by the physician of “heart dis- 
ease” spells terror of possible death at any time 
without warning and causes such a terrific blow 


to the patient and his family. 
The Good and Bad Effects of Insurance La- 
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aminations. Since health and life insurance are 
developed in this country more than anywhere 
else in the world, almost everybody at one time 
or another undergoes some sort of examination 
through this medium. Many people are justly or 
unjustly rejected as “bad risks,” and such rejec- 
tions leave an extremely bad impression on the 
rejected candidates. A good many such indi- 
viduals go on living for many years, as if to spite 
the insurance companies. But what is life in 
constant fear of dropping dead without warning? 

Thus, the benefit derived through that 
medium, in sounding a warning to the rejected 
candidates to “go easy” and possibly to seek 
medical advice, is often offset by the fright into 
which the candidate is thrown. Many such indi- 
viduals become conscious of their hearts, which 
possibly never troubled them before. They brood 
over their newly discovered condition and become 
neurasthenics for the rest of their lives. 

Mortality due to Circulatory Diseases. As a 
matter of fact, the problem of heart disease is 
actually alarming, and that something must be 
done to relieve this menace is evident even from 
the few statistical data which are presented in 
the following tables: 


UNITED STATES’ 


Table 1 
Mortality heart and 


Year Population vascular diseases Per 100,000 
1910 92,000,000 236,204 256 
1924 112,000,000 329,511 294 

36 


Thus, in 15 years, the mortality from circulatory diseases 
increased by 38 per 100,000. 
EUROPEAN COUNTRIES? 
Table 2. England 
Mortality heart and 


Year Population vascular diseases Per 100,000 
1910 35,791,902 71,965 201 
1924 38,746,000 79,428 205 
Incease during 15 years... ...scscceccsvccesceeveseus 4 
Table 3. Germany 

Mortality heart and 
Year Population vascular diseases Per 100,000 
1910 64,568,950 98,695 153 
1$24 59,852,832 51,740 87 
ROTNROE WE odo nike kGdsan ese boe¥er ean bares enwenss 66 

Table 4. France 

Mortality heart and 
Year Population vascular diseases Per 100,000 
1910 39,525,000 55,411 140 
1924 39,209,518 Not available . 

Table 5. Italy 

Mortality heart and 
Year Population vascular diseases Per 100,000 
1910 34,876,610 63,533 185 
1924 37,828,543 63,745 171 


In 14 years there was &@ Grop Of 0.0. cescccccccccecces 14 
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Table 6 

Per 100,000 
Mortality heart and vasc. dis., United States. 256 
Mortality heart and vasc. dis., England...... 201 


1910 
1910 


55 
Per 100,000 


1924 Mortality heart and vasc. dis., United States. 294 


1924 Mortality heart and vasc dis., England...... 205 
89 
Table 7 
1910 1924 Per 100,000 
eee 256 294 Rise 38 
England «4. 201 205 Rise 4 
pt er re 185 1923 171 Drop 14 
Germany ..... 153 87 Drop 66 
Prance 6.46 140 Not available 


MORTALITY DUE TO HEART DISEASE* 











Chicago 
Table 8 
Year Deaths Deaths per 100,000 
1905 2110 108.3 
1910 2942 133.9 
1915 4195 170.2 
1920 4909 179.9 
1921 4730 170.1 
1922 5498 194.1 
1923 5547 192.1 
1924 5617 191.1 
1925 5309 210.6 
PHYSICIANS* 
Table 9 
Mort. 
No. phys. Mort. all cardio-vascu- Per 
Year in U. S. causes lar dis. 100,000 % 
1910 137,000 2324 378 275 16 
1924 145,000 2433 893 611 36 
Increase. .336 20 
Table 10 
Mortality, United States, Per 100,000 
Tuberculosis Cardio- 
Year all forms vase. dis. 
1910 160 256 
1924 91 294 


Decrease.. 69 Increase.. 38 


SUMMARY AND COMMENT 


1. The mortality rate from cardio-vascular 
diseases in the United States is steadily increas- 
ing; the increase is not accidental but constant. 

2. The mortality rate from cardio-vascular 
diseases in the United States leads all other 
countries, not excluding even as highly an indus- 
trial country as England. 

3. While the death rate from cardio-vascular 
diseases is increasing in the United States, it is 
decreasing considerably in all other countries 
except England, where it shows an almost negli- 
gible increase. 


4, In no other country is the mortality rate 
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from cardio-vascular diseases as high as it is 
in the United States. 

5. The cardio-vascular death rate per 100,000 
during the fifteen years shows an increase in the 
United States of 38; in Chicago, 57.2, and 
amongst physicians, 336. 

6. In Chicago, which is a typical large indus- 
trial center, where everybody is under a greater 
strain, where there is always greater rush, the 
increase in mortality from cardio-vascular dis- 
eases is one and a half times greater than that 
of the whole United States. 

7. Physicians, who are subjected to a double 
strain, mental and physical (this includes the 
driving of their automobiles, climbing stairs, 
heing out in bad weather, fatigue due to loss of 
sleep and long hours of work) contribute the 
highest mortality, the increase in fifteen years 
being 336 per 100,000, or six times greater than 
the increase in Chicago, and nine times that of 
the whole United States. Thus, the greater the 
strain, the greater the mortality from cardio- 
vascular diseases. (Tables 1, 3, 9.) 

8. The mortality rate from cardio-vascular 
diseases leads all other single diseases in the 
United States, not excluding even as menacing 
a disease as tuberculosis. 

KUSH AND FAST LIVING OR ILYPERTENSION DELUXE 

The above facts are appalling enough to com- 
pel immediate attention. Wherein lies our fail- 
ing? We know the value of sports, fresh air and 
sunshine; we know the value of vegetable foods ; 
we know all about vitamins; we have the best 
organized health departments; we have wonder- 
lully comfortable homes; we know the value of 
cleanliness, sanitation, and personal hygiene; we 
have pure drinking water; we have running 
water and bathtubs; on the average, the workers 
of this country earn more, eat better and live 
better than those in Europe. Why, then, so 
imany cardio-vascular cases and such high mor- 
iality from them? ‘To answer these questions 
clearly, we must go back to the various casuses 
of cardio-vascular diseases. ‘These may be 
divided into the following groups: 


GROUP A. Unavoidable Causes: 

1. Congenital. 

2. Heredity. 

3. Contagious and infectious diseases. 

4. Focal infections which produce no perceptible 
symptoms attracting the patient’s attention, and which, 
likewise, are not easily detected by the physician. 
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GROUP B. Avoidable Causes: 

1. Focal infections which attract the patient’s at- 
tention by producing local symptoms and which are 
easily recognized by the physician. The timely elim- 
ination of such foci of infection will often prevent or 
check cardio-vascular complications, or at least retard 
their progress. 

2. “Hypertension de luxe Americana.” 

This cause is of particularly great importance, since 
it is a cause of our own creation, and has no legiti- 
mate reason for existing. The physical and men- 
tal over-strain of our American life due to rush and 
fast living cause hypertension, which may be called 
“rush hypertension,” or “hypertension de luxe Amer- 
icana,” since it is typical of the tension of our Amer- 
ican way of living. 

The manner in which this hypertension will 
affect the cardio-vascular system, may be summed 
up thus: 

(a) When the heart and blood vessels are 
already affected, this hypertension will throw an 
extra burden on them and aggravate the condi- 
tion already present. 

(b) When there is no cardio-vascular dis- 
turbance present, it will often cause such to 
appear at a time when the individual has reached 
middle age. At that time the blood vessels are 
not elastic in the same degree as in a younger 
individual, and do not respond as easily to the 
burden thrown on them by the strain of irra- 
tional behavior. This hypertension which is at 
first transient, and responds easily to rest, will 
in time become permanent, and cause cardio- 
vascular collapse, with the usual tragic results. 

Why does this hypertension affect us more than 
the Europeans? “Rush,” is the answer. 

The Europeans coming to this country imme- 
diately notice our “rush.” Everything seems to 
be in a whirl; we rush to the train and are proud 
of the fact that we reach the train with one 
minute to spare. We rush to work. We rush to 
play golf and other sports and recreations. We 
rush to bed and rush to arise. We are never 
calm. The heart is rushing, the pulse is rapid. 
We relax neither in mind nor in body. 

The Americans coming to Europe notice just 
the reverse. ‘lhe people there are calm; they 
do not rush. They seem to have time for every- 
thing. They take two hours for luncheon, and 
have frequent holidays. In many places they 
even take afternoon tea. 


Thus, people in Europe have time for a long 
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midday rest and an additional rest in the after- 
noon. How many of our bankers, not to mention 
clerks and laborers, will give up their valuable 
time to such seeming trivialties? Still, it is just 
such “trivialties,” or tendency to relax, which 
are of such vital importance. 

Of course, there are many cases of heart dis- 
ease which cannot be prevented; but there are, 
on the other hand, many preventable cases, 
which, even when already developed, can be 
mitigated by leading a life of lesser tension. 

What Is to Be Done? 
make an endeavor to recognize the disease in its 


The physician must 


earliest stages and, by proper instruction to the 
patient, help check its progress and thus pre- 
vent further complications. 

When the disease is already developed, it 
should be recognized in all its detail, and should 
be handled not as “heart trouble,” but as the 
particular type of heart disease. 

We must bring the problem of “heart menace” 
hefore the public. The cry must be raised that 
we are in danger of becoming a nation of cardio- 
paths, and that to save ourselves, we must re- 
duce our speed. For this purpose, special lec- 
tures and demonstrations should be given under 
the auspices of organizations especially inter- 
ested in this work. 

Ileart Associations. Several organizations of 
this kind, known as “heart associations” are 
already in the field. They have been organized 
by groups of public spirited citizens for “the 
purpose of prevention and relief of heart dis- 
ease.” On their boards of directors are the 
names of the most distinguished physicians of 
the respective cities, and they are under excellent 
management. A great deal has already been ac- 
complished by them, but their force is still 
limited and their funds insufficient. It is doubt- 
ful whether these organizations, purely humani- 
tarian in aim, can, under such circumstances, 
carry out so vast a program unless the public 
gives them moral and financial support. 

In order to carry on their program, these asso- 
ciations require more publicity and a larger staff 
of well-trained workers, such as_ physicians, 
nurses, and social workers, able to approach the 
public systematically and point out the terrible 
menace of heart disease, which already exceeds 
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in mortality rate all other single menacing dis- 
eases, not even excluding tuberculosis. 
2753 West North Avenue. 
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PRIMARY CARCINOMA OF THE TYM- 
PANO-MASTOID* WITH REPORT OF 
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M. Reese GutrMan, B. 8., M. D. 


Associate Otolaryngologist, North Chicago Hospital 
CHICAGO 


Carcinoma originating in the middle ear and 
mastoid cells is a decidedly rare clinical condi- 
tion. Malignant epithelial invasion of the 
tympano-mastoid, following an extension from 
an epithelioma of the auricle is by comparison 
much more frequently observed. Probably most 
otologists, even those engaged in very active 
practices, go through life without ever encounter- 
ing a primary middle ear cancer, although they 
may see malignancy of the auricle with exten- 
sion into the middle ear and its communicating 
spaces quite frequently. The rarity of the con- 
dition is more easily appreciated when one notes 
that Bezold' observed only one case in his re- 
ported statistics covering over 15,000 cases of 
ear disease. Milligan? in a careful perusal of 
the records of the London Hospital was unable 
to find a single case over a period of ten years 
although the yearly average attendance is well 
over 200,000 patients. Many standard texts do 
not mention the condition and Beck with his 
enormous experience does not describe it in his 
Pathology of the Ear, Nose, and Throat. Le- 
veque,* quoting Dupon, estimates that 1 in 10,- 
000 cases of chronic otitis media exhibits ma- 
lignancy. Zeroni* in an exhaustive search of the 
literature prior to 1899 was able to collect 121 
cases published during the preceding 95 years. 
Many of these were probably not malignant as a 
large number were reported before the days of 
microscopy and before a true pathological con- 


ception of cholesteatoma was evaluated. Neu- 


*From the Clinic of Drs. J. C. Beck and H. L. Pollock. 
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hart® collected 34 more cases from 1899 to 1916 
only 8 of which were reported in this country. 
In view of the large number of chronic dis- 
charging ears that persist over long periods of 
time, the manifest rarity of this condition is 
difficult to explain if one accepts the theory of 
chronic irritation as the important causative 
factor in the production of malignancy, although, 


almost all cases reported in the literature gave a 


history of a preceeding otorrhea. The extreme 
rarity of this condition prompts the report. 


E. S. was seen on May 12. 1927, complaining of 
pain in his left ear associated with discharge and a 
paralysis of the face on the same side. He was 59 
years of age and had been in good health until several 
years previous, when he experienced some ear trou- 
le that left him with a discharging ear. The dis- 
charge was only moderate in amount and did not 
bother him a great deal. In November, 1927, he had 
an attack of pain in the ear and sought consultation 
with a specialist who informed him that he had a polyp 
of the ear and advised him to have it “burned off” 
by local applications which he proceeded to do. He 
had a number of these cautery treatments and no 
progress being made he consulted another specialist 
who removed the polyp and told him he had a chronic 
mastoid and advocated a radical mastoid operation 
which was performed on January 7, 1927. The pos- 
terior wound healed well but the bloody discharge 
continued and the pain in the ear became more ag- 
gravated. He lost weight, became pale and weak and 
in March about eight weeks after the operation no- 
ticed that his face on the side of the affected ear was 
becoming paralyzed. Three weeks later the gland in 
front of his ear began to swell and the movements 
of his jaw were impeded until at the present time 
he moved it with difficulty. 

His past history and family history were inconse- 
quential. 

Examination disclosed a debilitated male, decidedly 
pale appearing and extremely weak. A facial paralysis 
of the complete type was noted on the left side. He 
could not whistle or perform any of the usual tests 
for facial paralysis. The nose was negative. The 
denture was in good repair, tongue coated, tonsils ap- 
parently inoffensive and pharynx and larynx presented 
nothing noteworthy. 

The right ear contained a little cerumen and after 
removing it the drum was seen to be opaque with a 
distorted light reflex. 

The left ear showed a well healed postauricular 
wound. The canal was filled with a sero-sanguienous 
discharge and upon wiping, exposed a marked der- 
matitis of the canal. Deeper in the canal were a 
number of pinkish granulations that were much firmer 
than usual and of a pearly color. The profuse growth 
prevented one from distinguishing any parts beyond. 
The preauricular gland was enlarged and the surround- 
ing tissues infiltrated by a firm hard substance. The 
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mandibular joint evidenced a partial ankylosis. Glands 
in the anterior and posterior triangles of the neck were 
also infiltrated. On account of the unusual charac- 
ter of the affection a porttion of the granulations was 
biopsied. 

The blood showed the following: R. B. C. 3,200,000; 
W. B. C. 7,200 Hib, 70 percent; Differential Polys. 
69 per cent.; S. L. 24 per cent.; L. L. 4 per cent.; 
Eosin 2 per cent.; Trans. 1 per cent. 

Wassermann and Kahn negative. 

Urine negative. 

X-ray of the right ear disclosed a sclerotic mastoid 
with complete obliteration of the cells. The left ear 
showed a large operative exenteration of the mastoid 
terrain. The tegman tympani and antri as well as the 
floor of the cranial fossa overlying the mandibular 
joint were thickened. 

The history of the discharge, the profuse granu- 
lation formation with the subsequent facial palsy not 
due to operative trauma or postoperative swelling of 
the nerve, associated with the peculiar pearl pink and 
firm granulations, the involvment of the glands of a 
stony hard nature and the cachectic appearance, all 
served to point to a diagnosis of malignancy of the 
middle ear, which on report of the biopsy, was proven 
correct. 

Biopsy showed typical infiltrating masses of large 
prickle cells with pronounced tendency to pearl forma- 
tion. Diagnosis: Squamous cell carcinoma originating 
in middle ear. 

In view of the extensive glandular involvement the 
outlook was poor and operation contra-indicated. He 
was advised to return to his physician and receive 
palliative radiotherapy. 

Carcinoma as a clinical condition in which the 
primary growth is found in the middle ear is 
decidedly less common than epithelioma of the 
auricle with secondary extension into the tym- 
panic cavity. The latter is not so rarely ob- 
served. The neoplasm as a rule has its origin in 
the cavum, although the tympanic end of the 
Eustachian tube and the mastoid cells may also 
be the site of the primary growth. There is in 
practically every case a preceding long con- 
tinued discharge subsequent to a middle ear in- 
fection and perforation of the membrana tym- 
pani, although apparently carcinoma may ap- 
pear in a case without any previous middle ear 
disturbance. It is for this reason (the otor- 
rhea) that the growths protruding from a per- 
foration in the drumhead are so often misdiag- 
nosed as innocent granulations subsequent to 
aural suppuration. It is only after repeated re- 
moval and cautery of the granulations and their 
consequent flourishing recurrences that suspicion 
is aroused which prompts the microscopic exam- 
ination that discloses the malignant nature of 








As the growth becomes larger the 
entire cavity is filled with a neoplastic mass, 
which by pressure atrophy erodes the surround- 
The aqueduct of Fallopius is 


the process. 


ing structures. 
early invaded and the ensuing facial paralysis 
is a characteristic feature of the disease. ‘The 
involvement of the nerves and the pronounced 
pain that accompanies this adds to the misery 
The labrynth may be invaded 
with typical labrynthitis that 
rapidly go on to meningitis and death. The mas- 


of the affliction. 
symptoms of 


toid process is almost always invaded and the ex- 
tension may involve the sinus and give rise to a 
sinus thrombosis. Extention upwards through 
ihe tegman tympani and antri with meningitis 
and brain abscess formation is also observed. 
The cervical glands are early affected and a 
characteristic preauricular infiltration with sec- 
ondary involvement of the temporo-mandibular 
joint is seen in a large majority of cases re- 
ported. In almost all cases in which a micro- 
scopic eXamination was made the growth proved 
to be of the squamous cell type and_ highly 
malignant. Radical mastoid operation as well 
as radiotherapy with the x-ray and radium have 
all proven futile. Death as a rule is usually 
caused by meningitis, brain abscess, sinus throm- 
hosis or hemorrhage. 
CONCLUSIONS 

1. Primary carcinoma of the tympano-mas- 
toid is a decidedly rare condition. 

23 eaibhas 
long continued otorrhea. 

3. Clinically, the repeated appearance of 
cranulations after removal, in case of otorrhea 


seen most frequently following a 


‘ 


occurring in the “cancer age,” especially when 
accompanied by non-traumatic facial palsy, and 
glandular infiltration should arouse suspicion ot 
malignancy and a portion of the tissue should 
he excised for microscopic examination. 


1, Treatment by radical excision and by 


radiotheray is apparently hopeless and death is 


caused most frequently by meningitis, brain 


abscess, sinus thrombosis and hemorrhage. 
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RINGWORM OF THE SCALP IN ADULTS 
(REPORT OF TWO CASES) 
CLEVELAND Waite, M. D. 


Associate in Dermatology and Syphilology, Northwestern Uni- 
versity Medical School 


CHICAGO 

Ringworm of the scalp is a rather common 
disease of children, but it is very rare in adults, 
especially in the United States. Pusey’ states 
that its occurrence is excessively rare after ado. 
lesence. Ormsby? quotes Hyde in saying that 
ringworm in the scalp of the adult or aged is 
indeed among the rarest of cutaneous accidents. 
Sutton® says that adults are so rarely attacked 
that the probability of such a contingency may 
Such is the tenor of opinion 
among the other American dermatological text- 


safely be ignored. 


hooks. The changes which occur to render the 
scalp so immune to ringworms invasion after the 
onset of adolescence are unknown. 

Fox and Fowlkes* in 1925 reported three 
culturally 


and y. 
From the world’s literature, they tabulated 535 


cases proven microscopically 
(including their own) bona fide cases 1. e. proven 
hy laboratory methods. At the time ef their 
report, they were only able to find four other 
cases recorded in the United States. Since their 
comprehensive review of the subject, there have 
heen four more proven cases recorded in this 
country by Fox,® Chambers,* Bechet,’ and An- 
(lrews.* 
ported adult cases in the United States where 
confirmed by laboratory 


This makes a sum total of eleven re- 


the diagnosis was 


methods. 
Two additional cases are herewith briefly re- 
ported, viz: 


Case I. A male, aged 26, Arabian by birth, laborer, 
single, was admitted to the Buffalo City Hospital for 
an abdominal complaint which later investigation 
proved to ke tuberculosis of the duodenum. In a com- 
plete physical examination, numerous small scaling 
areas with some alopecia were observed in the scalp 
and a crumbling heaped up condition of all the nails 
(fingers and toes) noted. When first seen, the clinical 
diagnosis of ringworm of the scalp and nails was made. 
Because of the rarity of scalp ringworm in adults, 
steps were immediately taken to confirm the diagnosis 
by laboratory methods. Dr. A. G. Foord found many 
hyphae in the 40 per cent. potassium hydroxide prepa- 
rations of the scalp hair and nails; the hyphae of the 
former were outside the hair proper so grossly were 
considered a Trichophyton of the Ectothrix group. 
Positive cultures (Sabouraud’s media) were obtained 
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from the scalp but the implantations from the nails 
failed to grow. Dr. Fred D. Weidman of the Uni- 
versity of Pennsylvania identified the positive fungus 
cultures from the scalp hair to be Trichophyton pedis 
of Ota. 

Treatment of the scalp infection with a two per 
cent. sulphur and two per cent. salicylic acid ointment 
proved highly successful. Renewed interest in the local 
medicinal treatment of ringworm of scalp, especially the 
microsporon infections of children, has been stimulated 
by Lieberthal’s® recent work. Various types of therapy 
to the nails proved of no avail, possibly due to lack 
of cooperation of the patient and his disappearance 
from observation before the methods had been given 
a thorough trial. 

Case 2. A farmer boy of 16 was observed who 
had a large scaling and crusting area in the right 
occipital region with some loss of hair. It was 
about three inches in diameter and had been pres- 
ent for several weeks. The patient stated that some 
of the cattle on his father’s farm had what they 
had considered ringworm. A Trichophyton of Ecto- 
thrix variety was found, on microscopical examina- 
tion; cultures never grew. As the boy presented all 
the usual characteristics of having attained puberty, it 
was considered an adult scalp ringworm infection. 
Epilation by x-ray of the area and the surrounding 
zones eventually cured the condition. 


SUMMARY 


Two cases of ringworm of scalp in adults are 
reported; one was proven both microscopically 
and culturally and the other, by direct potassium 
livdrate preparations. 

All suspicious cases of ringworm in the scalp 
of adults should be confirmed by laboratory 
methods; such infections may not be as rare as 
pictured. 


104 South Michigan Avenue. 
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NO CHRISTMAS PRESENT 

A young colored girl was trying to sound out her 
gentlemen friend concerning Christmas gifts. “Rufus,” 
he said finally, “what does I git on Christmas this 
year ?” 

“Shet yo’ eyes, Honey,” ordered Rufus. 

The girl obeyed, ‘Deys shet,” she said. 

“What does yo’ see, Honey?” asked Rufus. 

“T sees nothin’,” she replied. 

“Dat’s whut youse goin’ to git,” he told her. 





When ignorance isn’t bliss, ’tis folly to serve 
hash. 





Society Proceedings 


CHRISTIAN COUNTY 

On Thursday evening, July 18, the Christian County 
Medical Society held its semi-annual meeting at the 
country club of Taylorville and a good time for all 
the twenty-seven doctors who were there was in store 
for them. 

First, a fine chicken dinner was served at seven 
o’clock and then followed a good program in which 
Dr. J. A. Ikemire of the Ikemire Clinic of Palestine, 
lll., was the speaker of the evening. His address was 
on “The Relations of the Internal Secretions.” The 
address was enjoyed greatly by all and brought out 
a good deal of discussion and practically no disagree- 
ment. 2 

We had with us several physicians from Springfield 
and Decatur who took part in the discussion. 

Dr. Andy Hall, director of the State Department 
of Public Health, reviewed his work and suggested 
reforms he would wish to have made. 

Dr. McShane of the department of Epidemiology 
also gave a brief address. 

Dr. Munson and others from Springfield enjoyed 
our meeting and the four physicians from Decatur 
were loud in the praise of the good time we had. Ad- 
journed about 11:30 to meet again at our annual 
Thanksgiving day when we invite our wives and allow 
those who have not a wife to bring their sweetheart 
—or sister. 





Marriages 


Water C. Burket, Evanston, IIl., to Miss 
Gail Brook of Stronghurst, June 22. 

Jupson I. Doss to Miss Artie Bolin, both of 
Milton, Ill., June 7. 

Gorpon W. Erick, Chicago, to Miss Sadie S. 
Boettner of Elizabeth, I1l., June 14. 

Mark GREER to Miss Oris Camille Klasing, 
both of Vandalia, Ill., at New York, June 14. 

ApoLpu C. MiprHun, Chicago, to Miss Ailene 
Gilmore of Arrowsmith, IIl., in June. 
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Personals 


Dr. Otto F. Kampmeier has been appointed 
head of the department of anatomy of the Uni- 
versity of Illinois College of Medicine to suc- 
ceed the late Prof. Victor EK. Emmel. 

Dr. Wilber E. Post has been elected president 
of the Chicago Society of Internal Medicine for 
the ensuing year, and Dr. John P. O’Neil presi- 
dent of the Chicago Urological Society. 

Dr. Zoia Tschoumacova, recently of Chicago 
and formerly in practice in San Francisco, has 
accepted a position on the medical staff of the 
Northern Colony and Training School at Chip- 
pewa Falls, Wis. 

Dr. William A. Claxton has resigned as health 
officer of Morgan County, and superintendent of 
the Oak Lawn Sanatorium, Jacksonville, and 
will engage in practice in Indianapolis. 

Dr. Stewart B. Sniffen, psychiatrist at the 
Mental Hygiene Clinic at the University of 
Maryland Hospital, has resigned to become clin- 
ical professor of psychiatry and a member of the 
staff of the health service at the University of 
Chicago, September 1. 

Dr. Robert A. Black, professor of pediatrics, 
Loyola University of Medicine, will have charge 
of the new $300,000 La Rabida Sanatorium in 
Jackson Park, which will soon be under con- 
struction. The sanatorium will care for children 
who have heart disease. 

Dr. C. St. Clair Drake, a former secretary and 
executive officer of the state department of 
health, and recently field director of the Ameri- 
ean Public Health Association, has been ap- 
pointed by Governor Emmerson as managing 
officer of the Jacksonville State Hospital. 

The dean of Stanford University School of 
Medicine, San 
Ralph B. Seem, medical director of the Billings 
Memorial Hospital of the University of Chicago, 
has been appointed superintendent of hospitals 
and professor of hospital administration, effec- 
tive September 1, to succeed the late Dr. Richard 
G. Brodrick. 

Dr. Charles L. Mix has resigned as professor 
and head of the department of medicine, Loyola 
University School of Medicine, and has been ap- 
pointed professor emeritus. Dr. Mix, it is re- 
ported, plans to retire from both teaching and 


Francisco, announces that Dr. 
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practice and to devote his time to writing and 
study. His successor on the medical faculty will 
be Dr. Italo F. Volini, new clinical professor of 
medicine. 


It is reported that Dr. Numa P. G. Adams, 
Chicago, has been elected dean of Howard Uni- 
versity School of Medicine, Washington, D. C., 
to succeed Dr. Edward A. Balloch. Dr. Adams 
is a graduate of Howard University and of Rush 
Medical College. He served an internship at 
the City Hospital, St. Louis, and has been a 
member of the staff and director of the heart 
clinic at the Provident Hospital in Chicago. 

Dr. Sandor Horwitz, health commissioner of 
Peoria, was guest of honor of the Physicians 
Fellowship Club of that city before his recent 
departure for a European trip. Dr. John F. 
Sloan will be acting commissioner of health dur- 
ing his absence in Europe. 





News Notes 


—The merger of the Acme-International X- 
Ray Company of Chicago and the Engeln Elec- 
tric Company of Cleveland, to be known as the 
American X-Ray Corporation, has just been an- 
nounced, to be effective July 1. 


Leonard A. Busby, president of the Chicago 
City Railways, was elected president of the Cor- 
poartion; H. P. Engeln, first vice-president in 
charge of sales; Frank L. Severance, vice-presi- 
dent and general manager, and Montford Morri- 
son, vice-president and chief engineer. 


—The 108th Medical Regiment, 33rd Division, 
under command of Colonel James J. McKinley, 
leaves for Camp Grant, Rockford, Ill., August 3, 
on its annual tour of duty. The regiment is 
made up of the Division Surgeon’s Staff, Regi- 
mental Headquarters, two ambulance companies, 
one hospital company and a service company. 


The following members of the Chicago Med- 
ical Society and Chicago Dental Society are its 
officers: Lt. Col. M. L. Blatt, Maj. Louis Cowan. 
Maj. Joseph Stettauer, Maj. Philip Bedessem. 
Capt. M. Kemper, Capt. Leslie B. Crumrine, 
Capt. R. E. Johnson, Capt. M. W. Caveny, Capt. 
P. F. Grimm. In addition, Lt. W. G. Elwits 
acts as a Divisional Veterinarian The following 
are the Medical Administration officers: Capt. 
H. H. Baum, Capt. R. J. Thomas, Capt. R. E. 
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Gleason, Capt. A. A. Bolotin, Capt. C. W. 
Stevens, Lt. J. J. Abbott. 

The following officers of the Reserve Corps will 
be attached to the regiment for duty: Col. Hugh 
Scott, Maj. D. N. Campbell, Lt. G. J. Lengrich, 
Lt. C. B. Meldrum, Lt. R. Horlock, Capt. P. F. 
Grimm. 

—Judge Friend in circuit court, July 19, dis- 
missed the case against Henry J. Schireson, 
who was being sued for malpractice by a patient 
who lost her limbs following an operation per- 
formed originally for bow legs. The attorneys 
in the case announced that a settlement had been 
made. Schireson is to pay the victim a total of 
&10,000 at the rate of $1,000 a month, following 
an initial payment of $11,000. 

—The Cook County Board voted, July 17, to 
establish a cancer clinic at the county hospital 
and appointed Dr. William A. Hendricks to be 
in charge. It is planned to place all cancer 
patients in the hospital in two wards where they 
will be cared for and studied by the director 
and representatives of Chicago’s four class A 
medical schools in cooperation with the hospital 
staff. Dr. Hendricks, the Chicago Tribune says, 
will receive $4,000 a year for his part-time serv- 
ices as director. The clinic will open August 1. 

—The Illinois Elks Association has completed 
plans to carry on a permanent orthopedic pro- 
gram in behalf of the crippled children of Ili- 
nois. The state health department says that a 
survey to determine where the crippled children 
are will be made. Clinics will be organized at 
which the patients and the family and physicians 
inay meet with specialists for diagnosis and 
advice. Dr. Henry B. Thomas, professor of 
orthopedic surgery, University of Illinois College 
of Medicine, is to head this service. The plan is 
to work in close cooperation with the medical 
societies concerned. 

—A Chicago physician, en route to the bed- 
~ide of a seriously ill patient, was stopped, July 
», by a policeman at Crawford Avenue and Lake 
Street, and detained about twenty-five minutes, 
the Chicago Tribune says, for alleged violation 
of the speed laws. The physician finally de- 
manded a ticket in order to hurry on. The next 
day he sent the policeman an invitation to the 
jatient’s funeral. The judge fined the defendant 
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$25 and costs, saying that his policy was not to 
exempt physicians from the speed laws no matter 
what their errands were. 

—Loyola University School of Medicine an- 
nounces the following appointments: Dr. Louis 
D. Moorhead, dean of the school of medicine, 
has been made professor and head of the depart- 
ment of surgery to succeed Dr. Edward L. Moor- 
head, deceased; Drs. Milton M. Portis and 
Sidney A. Portis have been elected clinical pro- 
fessors of medicine; Dr. William J. Corcoran, 
clinical professor of pediatrics; Dr. Ralph C. 
Sullivan, clinical professor of surgery, and Dr. 
Bernard Portis, associate professor of surgery. 

—The diagnostic laboratory of the state depart- 
ment of health celebrated its twenty-fifth anni- 
versary, June 26. The Sangamon County Med- 
ical Society participated, Dr. Andy Hall, state 
health officer, presiding. Dr. William A. Evans, 
former health commissioner of Chicago, gave a 
public address and an address before the medical 
society. The state laboratory began in 1904 
with one part-time technician and in the first 
year its work was practically confined to exami- 


nations for tubercle bacilli. Today the labora- 
tory has several brauches employing over a hun- 
dred people, who do more than 250,000 tests 
annually relating to a dozen diseases, and, in 
addition, undertake research. 


—The Chicago School of Sanitary Instruction, 
whose bulletin is edited by the city health com- 
missioner, devotes a recent issue to noise as a 
menace to health. Tests made on normal sub- 
jects, it is said, showed that 19 per cent. more 
energy was required to perform certain duties in 
noisy locations than was required to perform 
them in quiet locations. Noise that is not suffi- 
cient to wake a sleeping person will cause his 
muscles to remain tense as long as thirty min- 
utes. Sleep under such conditions is not refresh- 
ing. Sanitary engineers have made tests in 
Chicago by means of the audiometer, an instru- 
meut which determines the volume of noise in 
any locality on a percentage basis. ‘The con- 
tinuous sound or community noise which they 
found in various localities varied from 8 to 10 
per cent. in the country to 15 per cent. in the 
suburbs; from 25 per cent. in residential dis- 
tricts to 35 per cent. in industrial districts, and 
up to 40 per cent. in the loop. The increase in 
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noise in Chicago is further shown by the fact 
that it has become necessary for the fire and 
police departments to use sirens, while five years 
ago they used gongs. Noise is now a serious 
problem. Several hospitals are considering mov- 
ing to quieter areas, and the number of protests 
received by city authorities against noises is in- 
creasing each year. The Chicago School of Sani- 
tary Instruction is conducting studies with a 
view of presenting details to the legislature for 
the enactment of laws which will aid in control- 
ling unnecessary noise. 

-A coroner's jury of physicians and scientists 
concluded, July 1, that the death of Mrs. Violet 
Clark on the previous Saturday was caused by 
inhaling methyl chloride gas which came from 
an artificial refrigerator used in her apartment. 
The jury came to its conclusion after careful 
consideration of the fact that thousands of such 
refrigerators have been installed throughout the 
country and that they operate with apparent 
slight mortality. They also came to this deci- 
sion against opposition from some officials of the 


artificial refrigerator industry. The jury recom- 


mended that steps be taken to prevent further 


death from such causes. It was 


found that there was a definite leak in the re- 
frigerator and that an abundance of methy) 
chloride gas was present in the Clark apartment 


The coroner’s chemist, Dr. Ralph Webster, stated 
that he examined the body of Mrs. Clark and 


sickness and 


found positive evidence that her death was 
caused by the gas. Dr. Webster also said that 
the death of guinea-pigs which had been placed in 
the Clark apartment was due to the gas. The 
city health officer and other physicians believe 
that some other cases of illness and death in 
recent months have been due to a similar cause. 
The coroner’s jury comprised Drs. Morris Fish- 
bein, editor of the Journal, A, M. A., foreman; 
Wf. Gideon Wells, professor and chairman of the 
department of pathology, University of Chicago; 
Emery R. Hayhurst, professor of hygiene at 
Ohio State University College of Medicine ; Rich- 
ard H. Jaffe, director of the laboratory, Cook 
County Hospital, and Profs. Fred C. 
Ph.D. of the department of physiologic chem- 
istry, and Morris 8S. Ph.D., of the 
chemistry department of the University of 


Chicago. 


Koch, 


Kharasch, 
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The chaplain of the Regiment is Capt. John 
A. Decker. 





Deaths 


WALTER ELMER BouRQUE, Chicago; Chicago College 
of Medicine and Surgery, 1915; aged 42; died, June 20, 
of epistaxis and chronic nephritis. 

DEMETRIO CAMODECA, Chicago; University of Naples, 
Italy, 1881; aged 70; died, June 18, of arteriosclerosis 
and chronic nephritis. 

ApvoLpH H, CHRISTENSEN, Chicago; Bennett Medical 


College, Chicago, 1902; member of Illinois State Medi- 
cal Society ; aged 58; died at Norwegian-American hos- 
pital, July 6, from arteriosclerosis and acute myocardial 
degeneration. 

FRANK DuNHAM, Robinson, Ill.; Rush Medical Col- 
lege, Chicago, 1887; aged 66; died, June 26, at the 
Robinson Hospital, following an operation for carci- 
noma of the sigmoid. 

PAULINE RosE Kapsa, Chicago; University of Illi- 
nois College of Medicine, Chicago, 1909; a Fellow, 
A. M. A.; member of staff Chicago Lying-In Hospital; 
aged 42; died at Belmont Hospital, July 2, of broncho- 
pneumonia. 

Freperick Lenartson, Springfield, Ill: Bennett 
Medical College, Chicago, 1909; aged 46; died, June 
30, of septicemia, following the incision of a peri- 
nephritic abscess. 

Lee Percy Meuntic, Evanston, Ill.; Rush Medical 
College, Chicago, 1919; on the staffs of the Martha 
Washington and Burrows hospitals, Chicago; aged 39: 
died, July 2, at the Augustana Hospital, Chicago, of 
septicemia incurred while doing surgical work. 

GiuserPI Monaco, Oak Park, Ill.; University of 
Naples, Italy, 1898: formerly on the staff of the 
Mother Cabrinia Hospital, Chicago; aged 58; died, 
May 30, at the University Hospital, Chicago, of lobar 
pneumonia, 

Oscar Jay Price, Chicago; University of Michigan 
Medical School, Ann Arbor, 1866; member of the Illi- 
nois State Medical Society; Civil War veteran; aged 
84; died, July 5, of angina pectoris, arteriosclerosis and 
chronic nephritis. 

Merepitu D, Pucu, Lincoln, Ill; Chicago Homeo- 
pathic Medical College, 1901; aged 53; died, July 1, 
at Deaconess Hospital. 


FRANK DARLINGTON RATHBUN, New Windsor; Rush 


Medical College, Chicago, 1877; Jefferson Medical Col- 
lege, Philadelphia, 1878; aged 75; died at his home, 


July 1, after a long illness. He was the son of a 
physician and his two sons have carried on his practice 
since his retirement in 1914. 

Atrrep K, SMITH, Chicago (licensed, Illinois, 1887) ; 
aged 86; died, June 23, of bronchial asthma and endo- 


carditis. 





1929 


, 


John 


aples, 
erosis 


edical 
edi- 


nnett 
June 


peri- 





